AMERICAN 
JOURNAL OF SURGERY 


VoL. XXV. 


JUNE, to11. 


No. 6 


THE SURGICAL TREATMENT OF CLEFT 
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Operations for the relief of cleft-palate, in the 
past, have usually been unsatisfactory. They have 
been unsatisfactory not only on account of the dif- 
ficulties encountered in closing the cleft, but also as 
to the ultimate functional results, 7. e., the proper 
restoration of speech. In the hands of a com- 
paratively few operators, the actual closure of the 


- cleft was accomplished, but the ultimate results have 


always been’ more or less unsatisfactory. This 
state of affairs led to the belief, that as far as speech 
was concerned, a cleft which remained unoperated 
and was properly fitted with an obturator gave as 
good functional results as the cleft which had been 
successfully closed. 

From our present knowledge, we know that this 
premise is incorrect. We now know tht accurate 
closure of the cleft, if accomplished early enough, 
will remedy the defective articulation, and that a 
failure to remedy this is due to a late operation, 
which cannot correct the deformed naso-pharynx 
always present in such cases. 

Much of the confusion that exists to-day in the 
minds of physicians and surgeons relative to the 
proper method and the results obtainable by the 
surgical treatment of cleft-palate, is due to the fal- 


lacies and operative procedures which have been 


handed down from one text-book to the other. The 
knowledge gained in recent years pertaining to the 
embryology, physiology and the surgical principles 
involved, has placed the treatment of cleft-palate 
upon a better surgical basis. 

The formation of cleft-palate and hare-lip is cor- 
rectly understood from an embryological stand- 
point, as being a non-union of the naso-frontal pro- 
cesses, the proper union of which structures in the 
oral fossa should take place about at the fourth 
month of fetal life. 

The variations in the length and breadth of the 
cleft, found in the hard and soft palate, as well as 
the type of hare-lip, can be readily comprehended 
from a proper interpretation of the arrested normal 
developmental phenomena of the oral cavity. 


The exact etiology of the malunion of the maxil- 
lary processes with the naso-frontal process, result- 
ing in cleft-palate, is not definitely understood. The 
most plausible explanation which we have at the 
present time, is that offered and apparently demon- 
strated by Warnekros,* of Berlin, Warnekros gives 
us the hypothesis, that in the “anlages’ of super- 
numerary teeth, we have the explanation of the 
development of cleft-palate. He has made a num- 
ber of examinations with the x-ray on embryos and 
new-born children with cleft-palate, which seem to 
prove his theory. Warnekros’ explanation is that 
the “anlages’ of supernumerary incisor teeth in the 
premaxilla, require more room for their cevelop- 
ment than do the normal number, and as these 
“anlages” ossify before the premaxilla and maxill- 
ary processes, therefore, the union of the latter is 
prevented. 

Through the courtesy of Drs. Hess and Hart- 
nan, resident physicians of St. Vincent Hospital of 
Toledo, Ohio, I have had an opportunity of ex- 
amining a still-born fetus with cleft-palate, which 
was delivered at seven months. The specimen, and 
the microscopical section made by Drs. R. P. 
Daniells and F. M. Freeman, showing the pres- 
ence of supernumerary teeth, are illustrated in Fig- 
ures I and II. 

Further examination of many such specimens 
will be necessary in order to definitely prove that the 
presence of supernumerary teeth is the etiologic 
factor in the causation of cleft-palate. 

The successful surgical treatment of cleft-palate 
began with Von Langenbeck, in 1861, who employed 
incisions along the alveolar border of the hard 
palate, pushing the muco-periosteal flaps toward the 
median line where they were sutured. The con- 
tributions to this subject by Dieffenbach, Brophy, 
Wolf, Ferguson, Mayo, -Brown and Lane have all 
been in the line of real progress. 

No single type of operation will serve for all 
cases of cleft-palate. 

The Brophy, Ferguson and the Wolf methods 
give good results to those who are the most familiar 
with them. : 

I wish particularly to emphasize the principles of 


*Warnekros, “Gaumenspalte,” Berlin, 1909. 
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the surgical treatment of cleft-palate as given to us 
by Arbuthnot Lane, of London, believing that when 
Lane’s principles of technic, and selection of the age 
for operation, are more generally understood, there 
will be a smaller percentage of failures following 
such operations. No other type of operation for 
cleft-palate has given, in my hands, such a high 
percentage of successes as has this method. 

Lane described his method in an admirable mono- 
graph, published in London in 1908.* While this 
description is clear to one who has seen Lane him- 
self do this operation, to others it is rather difficult 
to understand. 


and extending on to the soft palate to the tip of the 
uvula. This incision is joined anteriorly by a small 
transverse incision which extends inward to the free 
margin of the cleft. This reflected flap remains at- 
tached to the hard palate only at its inner border 
from which attachment it receives its nourishment. 
In wide clefts of new-born infants this reflected flap 
may be extended outward so as to include a portion 
of the mucous membrane of the cheek. 

The palatine vessels are severed in the formation 
of this flap. When this flap is swung into position 
the attachment along the free margin of the cleft 
acts as a hinge, and the oral mucous membrane is 


A B 


Fig. 1, A. Fetus with double hare-lip and premaxillary 


x-ray picture of a cross section of the same specimen, (H. 


An analysis of Lane’s technic shows that he em- 
ploys three kinds of flaps to close the defects in the 
palate. For convenience of description and for 
clearer understanding of his method, we may call 
these, the “primary flaps” (figure III), and name 
them the raised flap, the reflected flap and the 
pivoting flap. 

The raised flap (figure III, B) is an undisplaced 
muco-periosteal flap which has been raised from 
the hard palate, by an incision along the inner border 
of the hard palate simply elevating sufficiently to 
allow a reflected flap to be sutured under and to it. 
The posterior end of this incision extends somewhat 
upwards on the nasal side of the soft palate and 
uvula, which provides a broader flap and allows a 
better suture and reconstruction of the uvula., 

The reflected flap (figure III, A) is a flap of 
muco-periosteum swung inward from one side of 
the hard palate by an incision corresponding to the 
length of the cleft paralleling the alveolar process 


*Lane, “Cleft-Palate and Hare-Lip,” Med. Pub, Co., London, 1908. 


jiece; B, jaw removed to show the roof of the mouth; C, 
W. Dachtler.) 


turned up into the nose and the raw surface is 


toward the tongue. This flap is always sutured to, 
and placed under a raised or a pivoting flap. 

There is another type of reflected flap in the Lane 
technic which is employed when a double hare-lip 
and premaxillar is present. (Figure V, B.) It is a 
small flap consisting of the muco-periosteum cover- 
ing the premaxilla that is reflected backwards and 
sutured to the other flaps. This aids greatly in the 
closure of the forepart of a complete cleft. 

The pivoting flap (figure IV, C) is a displaced 
muco-periosteal flap used to close in the anterior 
part of wide clefts and is made to swing inward from 
the fore part of the hard palate. It is made by a 
U-shaped incision, one arm of which incision paral- 
lels the alveolar process while the other parallels the 
inner border of the hard palate ; these arms join with 
each other in front, making the flap with an attach- 
ment posteriorly. From this attachment the flap will 
receive its nourishment from the posterior palatine 
vessels. A pivoting flap is always sutured to the raw 
surface of a reflected flap from the opposite side. 
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With a proper combination of these flaps, any 
variety of cleft may be closed. In this way a cleft 
in the soft palate or an incomplete one in the hard 
palate can be closed by the combination of a raised 
flap with a reflected one. (Figure IV.) 

Complete clefts (figure V) can be closed as 
above or with a pivoting and reflected flap to close 
the fore part of the cleft, and at a secondary opera- 
tion, the posterior part is closed by a raised and re- 


flected flap. Small supplementary flaps for com- 
pleting the closure of the anterior end, may be se- 
cured from the muco-periosteum of the premaxilla 
when such is present, or from the margins of the 


hare-lip. (Figure V.) The hare-lip is always 
closed at the same time for the reasons that the pres- 
sure of the lip on the premaxillary process will 
rapidly bring that process back into place, and also 
that the strips of mucous membrane removed in de- 
nuding the margin of the lip may be left attached 


A Cc B 

Fig. 3. Primary flaps. A shows method of forming the reflected 
flap; B shows method of forming the raised flap; C shows method 
of forming pivot flap, Combination of two or more of these flaps 
will close clefts in either hard or soft palate. 
to the lip and used to help close more completely the 
anterior part of the cleft. 

The preparation of the patient for a cleft-palate 
operation is of great importance. Especially is this 
true when the patient is not operated during infancy, 
or, in those cases coming for operation after the first 
year, when it is impossible to completely sterilize 


the oral cavity and thereby make an aseptic opera- 
tion. We can do much towards diminishing the 
number of bacteria which normally inhabit the 
mouth. In my own work I have adopted the 
method of preparation advocated by Cushing for 
stomach operations, that is: keeping the patient 
for a few days on a sterile diet, and feeding from 
sterile utensils. In addition to this I use antiseptic 
mouth-washes, clean the teeth with sterile tooth 
brushes, and use sprays for the nose. With such. 
preliminary preparation we can obtain much better 
union after such operations, than without it. For 
the proper performance of these preliminary meas- 
ures it is very necessary that the patient be placed. 
in a hospital in charge of a special nurse. 

The position of the patient during the operation 
is of great importance. The best access to the 
mouth is obtained in the Rose position. For in- 
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Fig. 4. Method of closing cleft and soft palate. A, showing 
incisions for a raised flap on the right side and for a reflected flap 
on the left side; B, showing the reflected flap ages turned over 
with mattress sutures in situ; C, showing closure of the cleft by 
broad overlapping of the reflected flap under the raised flap. The 
mattress sutures are tied and an extra row of sutures introduced, 


fants the shoulders and body are elevated by + pillow 
which permits the head to rest on the table thus 
making a modified Rose position. 

The mouth is held open by suitable gags, Lane’s 
gag for complete clefts, and the Whitehead gag for 
incomplete clefts. The latter instrument interferes 
with the work on the anterior part of the cleft when 
it is complete. The tongue is drawn forward by 2 
silk ligature passed through the end and is held by 
an assistant throughout the operation. 

The anesthetic employed is usually chloroform 
given on several layers of gauze held over the mouth 
by long forceps. Given in this manner I have had 
no difficulties from the anesthetic even with the 
youngest infant. The only special instruments which: 
are needed for this work, is the needle holder. A. 
needle holder for cleft-palate operations, should be a 
long and slender one, so that it will reach the back 
of the palate and not hinder the view of the operator. 

Lane has an excellent needle holder for this 
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Toledo, Ohio, showing supernumerary teeth in a sec- 
tion made from specimen in Fig. 1. Instead of the normal number 
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purpose. The right-angled needle holder which I 


have devised (figure VI) serves admirably for this 
purpose. Small full-curved needles are used for 
placing the ligatures, which should be of the finest 
silk. (No. 00.) The sutures are mostly mattress 
sutures and their introduction is greatly facilitated 
by having a needle tied at each end. 

The mouth and pharynx is cleansed by swabs, 
rung from 0.5 per cent. iodine solution before be- 
ginning the operation. A complete cleft-palate and 
double hare-lip with the presence of a premaxillary 
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Fig. 5. Closure ot a complete cleft with a premaxillary piece. 
A, incisions for flaps—on the right side the formation of a pivot 
flap, on the left side a reflected flap, with a longitudinal incision 
along the inferior edge of the septum. Iso an incision for the 
removal of the mucous membrane of the premaxillary piece. B, 
showing flaps reflected and method of introducing sutures; C, the 
closure of the hard palate is complete. 
at a secondary operation. 


piece is best operated upon in two stages. At the 
first operation, the anterior part of the cleft and 
the hare-lip is closed and at the second operation, 
a few weeks later, the defect in the soft palate is 
closed. All other clefts can be closed at one opera- 
tion. 


The soft palate is closed 


The after-treatment consists of a continuation of 
the sterile diet, and keeping the mouth clean by 
cleansing with weak antiseptic solutions.. The mat- 
tress sutures should be removed about the fifth or 
sixth day. The others need not be removed for 
they drop out of their own accord. 

Exercises and careful systematic training in ar- 
ticulation and phonation are absolutely essential to 
success. Much depends upon the intelligence of 
the patient and the persistency with which this 
training is carried out. Even after very late opera- 
tions, distinct articulation in a few instances has 
been obtained by the persistent efforts of intelligent 
patients. 

A great amount of confusion and many contradic- 
tory opinions as to the proper time for operating 
cleft-palate exist in most text-books. 

The time is variously stated as being from the day 
after birth up to five or six years. Much credit is 
due to Lane who has emphasized the fact that 
proper functional results can be obtained only when 
the closure of the cleft is accomplished in the earliest 
infancy, i. e., during the first few days’ after 
birth. The reasons for such early closure of the 
deformity are based upon sound anatomical and 
physiological principles. 

The development of the nasal cavity and naso- 
pharynx does not take place until the maxillary 
processes are united and have formed the hard 
palate; this occurs about the fourth month of fetal 
life. In other words the development of the nasal 


Fig. 6. 


The formation of the various flaps needed to close 
a cleft, must be determined for each particular case. 
These flaps should be thick; on the hard palate, 
they consist of muco-periosteum, and on the soft 
palate of mucous and submucous tissue, so as not to 
injure the muscles of the soft palate. The anterior 
pillars of the fauces can be sacrificed in making such 
flaps. The soft palate is always detached from the 
posterior margin of the hard palate. The broad ap- 


proximation of the flaps and bringing areas of raw 
surface in contact with each other without tension, 
are necessary for success. 


cavity is absolutely dependent upon the closure of 
the hard palate. The deformed and undeveloped 
naso-pharynx is the real cause of the defective ar- 
ticulation after late operations, no matter how ac- 
curate the closure of the cleft. 

According to Lane (Cleft-Palate and Hare-Lip, 
page 42) “in order to treat these cases as efficiently 
as possible, no time whatever should be lost in re- 
storing to the nose its normal physiology, or, in 
other words, in giving back to it the mechanical fac- 
tor which alone determines its development and that 
of the other structures dependent on it to a con- 
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siderable extent for their normal form.” Again 
(page 41), “the reason that the patient’s intonation 
is peculiar, or, as it is usually called, nasal, is that 
the out-going air does not pass through the nose, 
and when the cleft is closed at the usual (1%. ¢., late) 
little space through which air can be transmitted. 

If, however, the space is systematically and for- 
cibly ventilated, the caliber of the naso-pharynx is 
increased and a considerable proportion of air 
passes through it so that the so-called nasal char- 
acter of the voice is diminished very greatly.” 

It may therefore be said, in answer to the ques- 
tion, What is the proper age at which to operate 
for cleft-palate?—the earlier the better; if possible, 
the first or second day after birth. The only ex- 
ceptions are, cases of debilitated and under-devel- 
oped infants who have not the vitality to withstand 
the operative procedure. In such cases the opera- 
tion should be performed at the earliest possible 
moment, within the first few months. 

All cases should be operated upon before the 
child begins to speak. 

The closure of the defect during the first or sec- 
ond day of life is well borne by these infants. This 
has been amply proven by Brophy, Lane and others 
and has been borne out in my own experience. The 
reasons for this are: that the new-born infant is al- 
ways healthy (Lane, page 43), the capacity of its 
tissues to repair being at the very best; its digestion 
has not been impaired by experimental, and usually 
unsatisfactory, feeding, and its resisting power re- 
duced accordingly ; it is apparently uninfluenced by 
the operation in that it does not cry or show any 
evidences of being in pain; it is never or hardly ever 
sick after the anesthetic and takes food within an 
hour or two of the completion of the operation; the 
loss of blood is slight and the risk of life under or- 
dinary conditions is very trivial indeed. 

In conclusion, I wish again to emphasize: (1) the 
importance of the early operation; (2) the fact 
that a higher percentage of successful closures is 
obtainable by the Lane methods than by any other; 
(3) the advisability of a careful preliminary prep- 
aration of the patient, and (4) the great importance 


of post-operative training in articulation and phona- 
tion. 


To protect the hand from soiling and infection 
during a digital examination of the rectum or other 
cavity pass the finger through a small hole in a gen- 
erous square of gauze and slip on a finger cot that 
will reach over the opening in the gauze. 


FINGER INFECTIONS. 
Joun H, Lone, M.D., 
BROOKLYN. NEW YORK, 
Clinical Assistant in Surgery, Brooklyn Hospital ; 
Instructor in Surgery, Long Island 
College Hospital. 


We have all noticed that infections of the fingers, 
while in a general way corresponding to infections 
elsewhere, have a more or less characteristic course 
which differs in details from many other infections. 
For example, a slight superficial infection of the 
tip of the finger may run quite a different course 
from a similar injury of the buttocks or face. The 
virulence of the organism and the resisting power 
of the patient are modifying factors here as else- 
where and will be regarded in this discussion. The 
portion represented by the terminal phalanx is most 
interesting because of the presence of the nail and 
the thin periosteum. 

1. A punctured wound which penetrates, let us 
say, one-half the depth of the skin. In another 
situation, under normal conditions, this would form 
a superficial area of induration which would cause 
it to be tender and slightly painful, a drop of pus 
would form, break down, and discharge, and the 
lesion would be considered a pimple. In the finger 
or palm of the hand the dense skin does not give 
way so readily and the very small drop of pus is 
retained under considerable tension and gives rise 
to pain, throbbing, and tenderness out of all pro- 
portion to the size of the pus collection—partly be- 
cause of the tension and partly because of the sen- 
sitive nerve supply. If, at this time,-a slight in- 
cision is made at the site of the wound, a very 
small drop of pus will force itself out as though 
under considerable pressure, and the pain and 
throbbing will immediately cease. 

2. A punctured wound which penetrates all the 
layers of the skin, or a superficial puncture from 
which the infection penctrates the full depth. In 
another situation, as a rule, this produces an ab- 
scess of variable size. In a finger the perpendic- 
ular arrangement of the processes of the superficial 
fascia directs the infection deeper, and also tends 
to increase the tension of the swelling. On the tip 
it is directed to the periosteum of the terminal pha- 
lanx, and on the two proximal phalanges to the ten- 
don sheaths and deep fascia which covers them. 
This limits the extent of the infection for some time 
at least. In the distal phalanx, infection which ex- 
tends to the deep fascia will very soon cause necro- 
sis of the bone, because the tendon sheath is absent 
and the deep fascia and periosteum are much thin- 
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ner, especially on the distal surface of the bone. 
The pus is under great tension and consequently 
the swelling is moderate and the pain intense. 
These are the cases which are treated with oint- 
ments and poultices until they come to the surface 
and pointing is evident. When this stage is 
reached, after from three to ten days, depending 
upon the activity of the infection, there is sure to 
be necrosis of the distal phalanx, and likely, though 
less surely, infection inside the tendon sheaths. The 
sheaths extend only to the base of the phalanx, If 
these are incised too deeply and too far up, the ten- 
don sheath is opened, the infection is carried into it 
and a suppurative teno-synovitis results. It is 
sometimes difficult to differentiate a bad infection 
outside the sheath from a teno-synovitis. In this 
connection it is worth while to remember that at- 
tempts to flex the terminal phalanx, while it is so 
held that it cannot be flexed, will cause great pain 
if the pus is in the sheath—much less pain if only a 
cellulitis is present. 

Infections of the Distal Phalanx; Relations to 
the Nail. Foote, in his “Minor Surgery,” describes 
four locations, in which pus collects about the nail 
and nail-bed: 

1. The space between the dorsal skin and matrix. 
This can be promptly cured by raising the dorsal 
skin from the matrix and providing drainage with 
rubber or oiled silk tissue. The dispensary surgeon 
rarely sees this kind until it has passed to the sec- 
ond type. 

2. Between the matrix and formed nail: In this 
condition partial drainage is soon established 
around the base of the nail. The drainage tract 
describes an acute curve around the base of the 
nail appearing, upon superficial examination, like 
the first type. Closer examination reveals pus 
under the nail; this increases in amount and the 
condition becomes chronic, but does not produce a 
cellulitis, because the drainage, although not suffi- 
cient to produce a cure, does prevent the tension 
and rapid spread. If treated like the first type the 
condition becomes chronic with increasing collec- 
tion of pus under the nail, with thickening of the 
nail fold and deformity of the nail. If the nail is 
removed, or a transverse incision made in the nail 
at the semilunar line, and the proximal portion re- 
moved, it heals promptly with little or no ultimate 
deformity of the nail, 

3. Abscess of the tip of the finger. The infection 
very soon reaches the distal surface of the bone, 
which is especially liable to necrosis because the 
periosteum is so thin. A transverse incision here 


drains better than a longitudinal one and leaves a 
less objectionable scar. 

Infections of the Joints. The interphalagneal 
and metacarpo-phalangeal joints are nearly al- 
ways infected from the dorsal surface be- 
cause, when acutely flexed, this is the ex- 
posed surface, and the joint prominence is covered 
by little more than the tensely drawn skin. The 
extensor tendons are comparatively thin and there 
are no posterior ligaments. The most common 
wounding implement is a tooth, either human or 
animal. This, of course, is badly infected. The 
swelling differs from that of a cellulitis by being 
greater at the joint and diminished toward the mid- 
dle of the phalanx, motion is more painful and 
pressure of the joint surfaces together is much 
more painful. The most effectual treatment is as 
follows: Flex the joint acutely and make a trans- 
verse incision on the convex directly into the joint, 
leave it open and keep it in a flexed position until 
the infection has subsided, then gradually bring it 
to the extended position on a splint. If this is 
done sufficiently early the cartilages can be saved 
and a movable joint obtained. This will usually 
prevent the necessity for a resection of the joint, 
and can be followed by attaching the extensor ten- 
don to the periosteum, if necessary, in the proximal 
joints. In the distal joints it is the ideal method. 
In the proximal joints I suppose one would have 
to have a rather severe infection before he would 
submit to a division of the tendon, although the 
union of the scar after the wound heals seems quite 
sufficient to give good extensive powers. A joint. 
can be drained for several weeks this way and then 
closed without shortening the finger. 


Palmar Abscess, Superficial to the Tendon 
Sheaths. The causes of these palmar abscesses are 
superficial infection from the fingers and direct in- 
fection from small punctured wounds of the palm 
and very frequently infected blisters and callus at 
the bases of the phalanges. Very marked tender- 
ness at this point with feeling of tension even with- 
out swelling or redness, if not very materially re- 
lieved by a wet dressing for twenty-four hours, is 
an indication to incise down to the tendon sheath if 
pus is not found before. 

Teno-synovitis. We have been taught that th 
synovial sheath surrounding the tendons of 
the flexors sublimis and profounds going to 
the little finger and the flexor longus pollicis 
extend above the annular ligament and there- 
fore infection starting in either the little fin- 
ger or thumb may be expected to produce 
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an abscess in the forearm. The relation of the 
synovial sheaths of the other three fingers has not 
been made quite clear. The sheaths of these fin- 
gers extend from the insertion of the tendons to 
the base of the proximal phalanx, being closed sacs. 
The proximal portions of the tendons are covered 
by processes from the sheath of the common bundle 
of flexors. The distance which these come down 
into the palm varies, and thus the interval between 
the two sacs varies from a fraction of an inch to an 
inch and a half. The probability of a general fore- 
arm infection from the three middle fingers will de- 
pend upon the length of this interval. 

If the tendon is to be saved, in suppurative teno- 
synovitis, it is essential that the sheath be opened 
early, otherwise the tendon shuts off the blood sup- 
ply and sloughs. Lateral incisions give good drain- 
age, but cause sloughing of the tendon. Palmar 
abscess arising from the thumb is best opened by 
an incision through the web of the thumb; this 
opens the pocket and provides free drainage and 
does not divide the nerve which supplies the ad- 
ductor. 

It is a very common thing for infection to jump 
from the finger to the auxiliary glands without any 
visible intermediate inflammation; this is accounted 
for by the fact that there are very few glands in 
the course of the lymphatic vessels of the forearm 
and arm and none at all in the hand. Sometimes 
there is none below the elbow, sometimes six or 
eight in those vessels which follow the radial and 
ulnar and brachial arteries. Usually there are 
many lymphatic vessels which pass through no 
gland until they reach the axilla, especially on the 
radial side. The supratrochlear gland intercepts 
some on the ulnar side; this seems to be pretty con- 
stantly present. 

In order to properly and carefully open pus col- 
lections surrounding or involving the tendon 
sheaths ot palm, a general anesthetic is highly de- 
sirable. My experience with ethyl chloride as a 
general anesthetic indicates that it is very satisfac- 
tory for this purpose. 

1132 BERGEN STREET. 


Post-OPERATIVE REST IN BED. 

I cannot refrain from offering a protest against 
the custom of getting patients out of bed and hav- 
ing them walk the afternoon following an operation 
for appendicitis, gall-stones, etc. A few patients 
out of a thousand will be killed by this practice. 
One may be a cardiac paralysis, another a throm- 
bus or embolism of brain—A. H. Corpier in The 
Lancet-Clinic. 


PANHYSTEROCOLPECTOMY. 
COMPLETE EXCISION OF THE VAGINA 
FOR PROLAPSE OF THE BLADDER, 
ETC.* 
A. Ernest GALLAnt, M.D., 
NEW YORK. 


It is unnecessary for me to recapitulate here the 
many methods and means employed for the relief 
and remedy of cystocele, which, thanks to the pres- 
ent day instruction and training in scientific obstet- 
rics, is not so frequently met with as in years gone 
by (though the writer, only last week, in one clinic, 
saw three well-advanced cases). That the greater 
number of these cases can be and are relieved or 
cured by one or other of the many plastic, denuda- 
tion or suspension methods, is admitted by all; yet, 
there is quite a number of recurrences after all 
such operations, even when associated with hyste- 
rectomy. Realizing this, our late colleague, George 
M. Edebohls, devised “a new operation for prolap- 
sus,” which he named “panhysterocolpectomy,” 
and he reported four successful cases (Medical Rec- 
ord, October 12, 1901). 

Since Edebohls’ first report the only reference 
I have been able to find is a paper by Waldo (The 
Post-Graduate, 1905, Xx., 1245), wherein he reports 
three cases. In the discussion following, Edebohls 
stated that he had operated eight times, and Boldt 
referred to two cases, which were uniformly suc- 
cessful and fulfilled all the claims of the originator 
of the operation. Edebohls also stated that quite 
independently and unknown to the other, Mr. 
Christopher Martin had carried out the same opera- 
tion, but of this Ihave been unable to find any 
record. 

These 13 cases (Edebohls, 8; Waldo, 3; Boldt, 
2), were remarkable for the absence of shock and 
the rapid and smooth convalescence, in spite of sup- 
puration in one of Edebohls’ and one of Waldo’s 
patients. In Boldt’s cases the patients were out of 
bed the day after operation, which led him to re- 
mark that “I do not know that there is any danger 
whatever in the hands of one who does this sort 
of thing frequently,” and, further on, “nor does the 
use of chromic gut offer any advantage over plain 
gut.” 

While at the time Edebohls first published his 
method, I was forcibly impressed with the logical 
views therein advanced, it was not until July of 
1910 that a case, referred by Dr. Robert Rae, pre- 
senting the necessary conditions warranting so 


*Read before the Section on Obstetrics and Gynecology, New York 
Academy of Medicine, January 28, 1911. 
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radical a procedure, came to hand, in the person 
of Mrs.-B. (49). (a) She had a well-advanced 
prolapse of the bladder and protrusion of a long, 
ulcerating cervix, which it was feared might be of 
or degenerate into the malignant form. (b) She had 
ceased menstruating 14 years before; (c) was in 
her sixty-eighth year; (d) and her husband readily 
consented to closure of the vagina. There was 
leucorrhea ; pain behind the symphysis and a second 
degree laceration of the perineum; but no trouble 
with urination. Her last child was 33 years old. 
Her father died of cancer of the shoulder; mother, 
uncles and cousins of tuberculosis. 
Panhysterocolpectomy, July 21, 1910, at the East- 


Excision of Epithelioma and Floor of Bladder. Fig. 1, Side View. 


ern Long Island Hospital, Greenport, L. I. First 
step: A transverse incision, just inside the hy- 
meneal border, posteriorly, and a longitudinal in- 
cision from the cervix to the fourchette; blunt dis- 
section with knife and scissors of the left posterior 
section of mucous membrane; repeated on the right. 
Second step: Tranverse incision just inside vagina 
in front, completely encircling the introitus vagine ; 
blunt dissection from right to center, and from left 
to center, leaving the flaps of mucous membrane at- 
tached to the cervical junction. Third step: Blad- 
der freed from the cervix; anterior pouch opened 
and peritoneal cavity entered; the posterior cul-de- 
sac was perforated; the broad ligaments clamped 
and the uterus cut free and removed with the flaps 
of vaginal mucous membrane attached. The broad 
ligament stumps were sutured, individually, then 
approximated and sutured together. Fourth step: 
Three pursestring sutures of catgut were inserted, 
encircling the vaginal tube, one after the other, 
taking great pains to push the preceding suture well 
upward, before tying the one next below; and a 
fourth suture, just within the vestibule, was tied 


down on a cigarette drain, inserted only one-half 
inch. This completed the operation. 

The convalescence was afebrile; the patient was 
out of bed on the seventh day, sitting on the porch 
the day following, and took train five days. later, 
reaching her home “up-state” August 15th. 

Denudation of the vagina of its mucous mem- 
brane does not interfere with its normal contrac- 
tility, but rather seemed to excite it, as was very 
noticeable during the operation, especially when the 
anesthesia was diminished. This contractility favors 
coaptation of the denuded walls and minimizes the 
tension on the sutures, facilitating primary union. 

The denudation can be markedly facilitated by 


Fig. 2. Front View. 


first making a circular incision through the mucous 
membrane at the vulvo-vestibular junction ; second, 
by making four longitudinal incisions from the hy- 
men to the cervix, quadrisecting the exposed mu- 
cous membrane, and then proceeding with the de- 
nudation of one strip after the other, being careful 
to work in the loose cellular planes beneath the mu- 
cous membrane, downward and outward toward 
the protruding cervix, leaving the flaps attached at 
the cervix. 

Large Epithelioma Implanted on a Cystocele. 
That the friction of the clothing and irritation due 
to urinary dribbling may cause serious trouble is 
well shown by the photographs of Mrs. R. (24), 
aet 77, taken July 24, 1910, at the Eastern Long 
Island Hospital, showing the large epithelioma, as 
big as a full-time baby’s head, protruding from the 
vulva, which had developed on a cystocele of thirty 
years’ standing, but had been “raw” only since Feb- 
ruary, 1910 (Figs. 1-2-3). The mass, larger than 
a child’s head, prevented her from standing or sit- 
ting, except with the legs spread. wide apart; the 
urine dribbled over the tumor, scalding and burning 
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her. In order to render her less miserable, the 
tumor with the whole floor of the bladder was re- 
moved. The edges of the latter were then drawn 
together by a pursestring suture of catgut and the 
anterior surface of the normal uterus was turned 
upward and forward and sutured to the new base 
of the bladder. The perineum was denuded, ac- 


Fig. 3. After Removal. 


cording to Tait, and united by three silk-worm gut 
sutures. Though the urine dribbled away she was 
much more comfortable, until she died on August 
14, I910, apparently from intestinal obstipation. 
Colpectomy for Cystocele Following Hysterec- 
tomy was deemed the wisest plan for curing Mrs. 
B. (48), whose uterus was removed in 1897. On 
February 6, 1909, she was a widow 54 years old, 
the mother of nine children, the youngest 18 years 


Colpectomy for Cystocele After Hysterectomy. Fig. 4, Cystocele. 


old. She had been very much annoyed by the pro- 
lapsed bladder, with backache, distress before and 
during micturition, and with the frequent passing 
of small quantities of urine. (Fig. 4.) Complete ex- 
cision of the vaginal mucous membrane, in two sec- 
tions, was done on April 29, 1909, at the Baptist 
Deaconess Home, in this city, and the only diffi- 
culty experienced was in denuding the scar area in 
the vaginal vault. The first suture of 10-day chro- 


mic gut was inserted as high up as possible; the 
second and third sutures, each one-inch lower than 
its predecessor; the fourth just inside the vagina; 
one silk-worm gut suture at the muco-labial junc- 
tion, and a dressing of balsam of Peru and castor 
oil applied. No drainage. (Fig. 5.) The patient 
was out of bed on the eighth day, went home on the 
fifteenth day and has been well ever since, now 
two years past. 


Fig. 5. After Closure of Vagina, 


Indications for Colpectomy. In a woman suffer- 
ing from cystocele, with or without prolapse of the 
uterus or rectum, either before or after hysterec- 
tomy, especially when other operations have failed 
to secure a permanent cure, provided she has passed 
the child-bearing period or is otherwise debarred 
from child-bearing; who has reached the meno- 
pause; whose husband is willing to forego marital 
relations, and in one who is usually “frigid”; the 
Edebohls-Martin operation, viz., complete excision 
of the vaginal mucous membrane, with the uterus, 
if present, and columnization of the vaginal tube, 
is a safe and sane operation which will ensure an 
absolute and permanent cure of the prolapsus, at a 
minimum of danger and loss of time, with a maxi- 
mum of security against recurrence. 

Practically the only contraindications are the 
question of child-bearing and in married women, 
at least, the loss of sexual relations. 

In one case where the patient objected to vaginal 
obliteration, Edebohls removed the uterus and the 
upper half of the vagina, leaving the lower half for 
marital relations. 

540 Mapison AVENUE. 


IopINE SKIN DISINFECTION. 

Water and soap should not be used just before 
applying iodine as the water will swell the epithe- 
lium and the iodine will not penetrate deep enough. 
The iodine method is for the purpose of supplanting 
the scrubbing and washing and should not be used 
in conjunction—G. H. Patmerteg, in Detroit 
Medical Journal. 
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THE ADVANTAGES OF PRIMARY SUTURE 
OF THE WOUND IN SIMPLE 
MASTOIDECTOMY.* 

Harotp Hays, A.M., M.D., 

Assistant Surgeon in Otology, New York Eye and 
Ear Infirmary, Etc, 

NEW YORK, 


Since the advocacy of the so-called blood-clot 
method or its modifications in mastoid surgery, by 
Reik and Bryant, and others, the closure of the 
wound after exenteration of the mastoid for sim- 
ple, acute mastoiditis, has fallen greatly into disre- 
pute. Those surgeons who have followed the 
method closely are still continuing with the proce- 
dure. On the other hand, the majority of otolo- 
gists are skeptical of its advantages and feel that 
it is far safer for the patient if the post-auricular 
wound is left open even though this procedure pro- 
long post-operative healing a considerable length 
of time. 

The name “blood-clot” in mastoid surgery is a 
misnomer, and the operation as first described, i.e., 
the entire closure of the mastoid wound, allowing 


of no drainage whatever, except through the small 


perforation in the drum, was and is unsurgical. 
Closure of the wound, except the most dependent 
‘part, however, should not by any means be called 
a modified blood-clot operation, as whatever blood 
elements are present act no differently than in 
wounds in other parts of the body. 

The procedure which I am about to describe has 
been performed at the New York Eye and Ear In- 
firmary a number of times and in no instance have 
I seen a deleterious effect on the patient. In fact, 
the period of recuperation has been shortened con- 
siderably, the patients having to remain in the hos- 
pital only from five to seven days. 

There are several reasons why this procedure has 
not succeeded in the hands of many surgeons. In 
the first place, strict asepsis is necessary, not anti- 
sepsis. In fact, I think the cause of failure in many 
cases may be ascribed to an overscrupulousness in 
keeping the wound clean. Nature must be allowed 
to do her share in the reparative process and the 
soaking of the wound with such antiseptics as bi- 
chloride of mercury and strong alcohol destroys the 
bactericidal property of the blood serum and forms 
an unhealthy coagulum underneath which is much 
necrotic material. The next important point is the 
thorough removal of all diseased bone and the 
elimination of all pockets or recesses where puru- 
lent material may be lodged. However, too stren- 
~~ *Read before the Harlem Medical Association, February, 1911. 


uous an attempt to remove all granulations and 
pus may result in disaster; for the sinus may be 
exposed or entered or the dura exposed, thus com- 
plicating the situation and perhaps necessitating an 
open wound. Thirdly, the antrum should be en- 
larged, and a large enough incision made in the 
membrana tympani so that part of the subsequent 
drainage may take place in this way. 

The procedure is as follows: The usual curvi- 
linear incision is made posterior to the auricle. The 
periosteum is incised, care being taken to make as 
clean a cut as possible, so that there are no loose 
tags afterward. The tissues at the tip are freed 
with a curved scissors and the periosteum scraped 
free from the bone. The bone is then chiseled, 
best with a large Whiting chisel. As soon as the 
underlying cells are reached the mastoid cavity is 
cleaned out with curettes and all overlying edges 
of bone are smoothed down with rongeurs. The 
antrum is located and enlarged, care being taken 
not to injure the facial canal. All curetting in this 
region should be done in an upward direction. The 
middle ear cavity should be disturbed as little as 
possible. Of course, it is necessary to remove any 
granulation tissue and to wash out pus, but any 
instrumentation should be performed as carefully 
as possible. When the entire cavity is cleaned out, 
it should present a cone-shaped appearance with the 
apex at the antrum, and the walls of the cavity 
should be absolutely smooth. As little as possible 
of the posterior canal wall should be removed. 

After the mastoid cavity has been well cleaned 
out all free particles of bone are removed. No at- 
tempt is made to antisepticize the wound. A very 
small wick drain of plain gauze is inserted into the 
antrum, allowed to run along the posterior canal 
wall and left projecting from the lower edge of 
the wound. . The entire incision is then sutured 
with silk or silkworm-gut, care being taken to in- 
clude the periosteum in the suturing and to care- 
fully approximate the edges. Only enough of an 
opening is left at the lower angle to allow the gauze 
drain to come through. If necessary, the perfora- 
tion in the drum is enlarged to allow better drain- 
age. 

The wound is left severely alone for the first two 
days, except to change the superficial dressings. 
On. the third day the gauze drain is removed. As 
a rule, this is followed by a discharge of perfectly 
clear, non-odorous serum. On the fourth day the 
sutures are removed and small strips of adhesive 
plaster placed over the line of incision. No attempt 
is made to close the lower portion of the wound. 
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For the following few days there is usually a pro- 
fuse discharge of a thick, yellowish, creamy mate- 
rial which contains many whitish flakes. This ma- 
terial, resembling pus in many particulars, is per- 
fectly sterile, being composed of serum, leucocytes, 
the exudate from granulations in the wound and 
flakes of fibrin. It is my custom to gently massage 
the wound once or twice daily with the tips of my 
fingers, gently pressing out as much of this fluid as 
possible; and about once a day an application of 
tincture of iodine is made to the wound by means 
of a cotton-tipped applicator passed through the 
lower portion of the incision which still remains 
open. This discharge may continue for eight to 
ten days, seldom longer. As a rule, the patients 
leave the hospital on the sixth or seventh day, wear- 
ing a patch with a small amount of gauze beneath, 
and usually on the fourteenth to sixteenth day no 
dressing at all is needed. 

The four following cases are cited to show the 
rapidity of healing when primary suture of the mas- 
toid wound is employed. 


Case IA woman, 24 years of age, had been suffering 
with severe pain in the left ear, discharge of thick pus, 
severe headache and fever for one month. She had been 
treated conservatively at another hospital for two weeks 
before admission. She was admitted to the New York 
Eye and Ear Infirmary the latter part of June, 1910. I 
saw her for the first time on the operating table. The 
tissues over the mastoid region were very edematous, 
resembling a subperiosteal abscess. On operation, a ne- 
crosis of the entire mastoid was found. The sinus lay 
very far forward and was exposed. The antrum was high 
and small. A T-shaped incision was necessary as some 
of the post-sinus cells were involved. The cavity was 
cleaned out thoroughly and the antrum enlarged. A gauze 
drain was placed in the antrum and brought out of the 
lower angle of the wound. The entire wound was sutured 
except the lower angle and a dry dressing applied. On 
the third day the drain was removed and on the fifth day 
the patient was discharged from the hospital. Before the 
end of the second week no dressings were necessary. Since 
the time of the operation there has been no discharge 
from the ear. 

Case II.—Boy, 14 years old, came to the New York Eye 
and Ear Infirmary in August complaining of severe pain 
in the right ear for two days. The temperature on ad- 
mission was 102.6°. Examination of the ear showed a 
moderate discharge of muco-pus from a small perfora- 
tion below and posterior to the insertion of the maleus. 
The postero-superior canal wall was sagging. There was 
extreme tenderness over the tip of the mastoid. I 
operated upon him an hour or so later. No pus was seen 
underneath the cortex, but in the tip was a cell filled with 
pus. This led by a fistulous tract along the posterior 
canal wall, directly into the antrum. The parts were 
cleaned out thoroughly and the wound was closed as pre- 
viously described. The patient was discharged from the 
hospital on the fifth day and at the end of two weeks no 
dressing of any kind was necessary. 

Case III—Baby, 8 months old, brought to the New 
York Eye and Ear Infirmary with a superiosteal abscess. 
A sienaiel mastoidectomy was performed and the wound 
closed. In this case, also, no dressing was necessary at 
the end of two weeks. 

Case IV—A woman of 20 had been suffering from 
severe pain in the right ear for one week, with symptoms 
of fever and a slight aural discharge of muco-pus. There 


was extreme tenderness over the mastoid, particularly pos- 
terior to the sinus. The drum was bulging and the pos- 
terior canal wall sagging. I operated upon her in Decem- 
ber at St. Mark’s Hospital. Extensive necrosis of the 
cells was found extending well back of the sinus. After 
thoroughly exenterating the cavity the wound was closed, 
as above described. On the sixth day she was discharged 
from the hospital and on the thirteenth day no bandage 
was needed. The wound is perfectly healed, there is no 
depression and the scar can hardly be seen. 


The advantages of primary suture of the mas- 
toid wound may be summed up as follows: 

1. The wound heals very rapidly. 

2. The patient is out of bed, out of the hospital, 
and resumes his vocation much more quickly than 
otherwise. 

3. There are no prolonged painful dressings. 

4. The cosmetic result is far better as there is 
seldom any depression. 

WEstT STREET. 


TRANSPLANTATION OF EPITHELIOMA. 
A CASE REPORT.* 
Rozert T. Morris, M.D., 
Professor of Surgery at the New York Post-Grad- 
uate Medical School. 
NEW YORK. 


This case presents two points of special interest. 

Miss S. is forty-four years of age, unmarried. 
Fifteen years ago she was sent to me with tubercu- 
losis of the peritoneum, and was operated upon at 
the Post-Graduate Hospital. The peritoneum was 
thickly studded with masses of miliary tubercles, 
and a small amount of free fluid was present. She 
made a complete recovery from the peritoneal 
tuberculosis. Last year she was again sent to me 
with a watery sanguineous discharge from the va- 
gina, and erosion of the cervix uteri, a segment of 
which, removed for examination, showed epitheli- 
oma. The cervix was curetted but not cauterized, 
and a panhysterectomy was done by way of the ab- 
dominal route, in order that we might at the same 
time repair a weak point in the abdominal wall at 
the site of the old drain opening. It is probable 
that the cervix touched the abdomen while being 
removed, for five months later the patient developed 
a mass at the lower angle of the wound. I have 
just removed the mass and on microscopic examina- 
tion it proves to be epithelioma. 

Here we have a definite case showing the need of 
cauterization of the cervix, as well as curetting, in 
order to avoid such accidents of direct transplanta- 
tion. It has been known for twenty years that such 
transplantation of epithelioma can occur, but I had 
not previously been sufficiently impressed with the 

*Reported at the meeting of the Medical Union, Jan. 24, 1911. 
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need for cauterization in addition to curetting be- 
fore allowing infected tissue to come in contact with 
healthy tissue. It was a serious fault in my tech- 
nic. It is possible that infection occurred in the 
abdominal wall through some other channel. 

Some years ago I showed that malignant disease 
could occur in embryonic remains of the vitelline 
duct at the navel without direct connection, when 
malignant disease occurred in any part of the ab- 
dominal cavity, and no one I think has given an ex- 
planation for the facts included in that observation. 
It may be that the epithelioma of the abdominal 
wall occurred through some such road as that 
which gives us secondary malignant disease in om- 
phalo-mesenteric remains at the navel, but ap- 
parently this was a case of direct transplantation of 
cancer cells. 

A word about tuberculosis of the peritoneum, of 
which this patient was cured. Some years ago, in 
seeking an explanation for the cure of these pa- 
tients, I made a series of experiments and found 
that toxins of saprophytes growing in the perito- 
neal fluid in these cases were directly fatal to tu- 
bercle bacilli in test-tube cultures. It was my con- 


clusion at that time that the beneficial effect of 
opening the peritoneal cavity and using drainage, 


consisted in destruction of tubercle bacilli by the 
toxins of such bacilli as developed subsequently. 
Later, however, other investigators found that in- 
jection of various substances into the peritoneal 
cavity would bring about a cure in some cases, and 
sometimes spontaneous recovery would occur under 
well directed medical treatment. 
sion is that the real cause for the cure of tuberculo- 
sis of the peritoneum is an exaggerated leucocytosis 
brought about by the influence of opening the peri- 
.toneal cavity, or ‘by the injection of irritants, in 
that particular group of cases. We know, in fact, 
that very active hyperleucocytosis of the peritoneum 
really does follow opening the peritoneal cavity, and 
an incidental effect of this may be the wiping out 
of tubercle bacilli, in cases in which there is no per- 
sistent tuberculous focus. 

616 Mapison AVENUE. 


SURGERY BY THE UNFIT. 

The hospitals which are being erected in small 
towns are a blessing and a curse. They offer op- 
portunities for the care of the sick and injured 
hardly possible in any other way, but instead of 
one or two men in the town training to do the work, 
nearly every man thinks that to hold his own he 
must do his own surgery.—CHANNING W. BARRETT 
in The Chicago Medical Recorder. 


My final conclu-. 


LOCAL ANESTHESIA. 
ARTHUR E. M.D., 
KANSAS CITY, MO. 


(Continued from the February number.) 
REMOVAL OF TUMORS. 

All benign tumors occurring on the surface of 
the body, and some within the body cavities under 
certain indications, can be removed under local 
anesthesia. Conversely, no malignant tumor should 
be removed under local anesthesia unless there is a 
direct positive contra-indication to the employment 
of a general anesthetic. The reason for this recom- 
mendation is that in time past the alluring ease of 
removal of certain tumors (especially those of the 
lip) under local anesthesia has resulted in complete 
operations with the inevitable disastrous recurrence 
in the lymph glands. With the exception of the 
basal celled epitheliomas about the cheek and nose 
(which may be taken out under local anesthesia), 
the removal of all malignant tumors should be pre- 
ceded by the removal of the neighboring lymph 
glands. This cannot be done with the required de- 
gree of thoroughness under local anesthesia. 

In the removal of benign tumors, which for the 
most part are encapsulated, the technic is confined, 
as a rule, to the anesthetization of the skin, the in- 
cision, and the closure of the wound. This has al- 
ready been considered sufficiently in the general 
part of the paper. There are, however, certain va- 
riations in technic in the different types of tumors 
which make a consideration of each group desirable 
since this class of work falls largely to the begin- 
ner who has not yet formed a basis of general 
knowledge from which to reason to the special. 
In general it may be said that, when the skin is 
freely movable over a tumor a simple lineal incision 
(Fig. 1) is all that is required, but when the skin is 
attached to the tumor an elliptical incision (Fig. 2) 
around the adherent skin is preferable. In some in- 
stances when the area of fixation is so great that 
the removal of the entire fixed portion would cause 
difficulty in the closure of the wound this rule must 
be modified. In large, protruding or pedunculated 
tumors the excessive portion should be removed, 
though it is freely movable. 

Wens. These tumors, situated for the most part . 
upon the scalp, give a frequent opportunity for the 
practice of local anesthesia. It should be remem- 
bered that they are formed by the closure of the 
outlet ducts of the sebaceous glands and are there- 
fore attached to the skin at their summit. It is 
desirable, therefore, to circumscribe their summit 
by an elliptical incision (Fig, 2) in order to reach 
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an area where the tumor is unattached to the skin, 
The infiltration should have the form of an ellipse 
over the surface of the tumor. After the skin is 
infiltrated in a line over the tumor, a syringeful of 
the anesthetic should be injected about the tumor 
between the tumor sack and the surrounding tissue 
(Fig. 3). A similar injection below the base of the 
tumor may be made. These injections produce an 
artificial edema about the tumor which not only as- 
sures anesthesia, but also facilitates very materially 
the shelling out of the tumor. An incision through 
the skin, down to but not into the sack, permits the 
tumor to be easily and quickly shelled out. Should 
the cyst be accidentaily opened the walls should 


Fig. 1. 


be grasped by forceps and torn out. The artificial 
edema will be found useful here since it makes it 
easier to grasp the sack without including the sur- 
rounding tissue. The tumor having been removed 
a few sutures close the incision. The elliptical in- 
cision should not be so great as to cause any diffi- 
culty in coapting the edges of the wound. The skill 
of the operator is shown by including in the ellipse 
the redundant tissue only. In wens of the face an 
ellipse should not be removed since the growth 
bulges the mucous membrane and does not distend 
the skin. The removal of the ellipse would, there- 
fore, require the stretching of the surrounding tis- 
sue to fill the space so made. 

Dermoids. These tumors being attached to the 
skin do not require an elliptical incision in order to 
avoid the attached portion as in the case of wens. 
The question of the removal of an ellipse is de- 
pendent upon the question of the redundancy of 
tissue. Where the distension caused by the tumor 
is compensated by the sliding of the skin, as of the 
eyelids in dermoids of the eye, a straight line in- 
‘cision over the tumor may be injected as in the 
wens, but when the tumor is attached to the perios- 
teum or other sensitive underlying tissue, it is the 


base that. particularly requires anesthetization. 


This is accomplished by passing the needle from 
the end of the infiltrated line in the skin. By care- 
ful infiltration from each end of the line the base 
can be effectually anesthetized even in dermoids in. 


Fig, 2. 


the temporal region in which the attachment to 
the periosteum is frequently very close. 

Lipomas. These tumors when confined to a 
single or several circumscribed nodulas lend them- 
selves readily to removal under local anesthesia. 
Some of the diffuse varieties with extensive lobula- 
tion as are sometimes encountered about the neck 


Fig. 3. 


or about the adductor muscles of the thigh, because 
of their numerous and deep connections are better 
done under general anesthesia. Infiltration of the 
skin insures a painless skin incision, but the nu- 
merous trabeculas which pass through the tumor 
when it is lobulated frequently carry nerves. It is 
difficult to anesthetize these unless it is done by 
nerve blocking which is a time-consuming proce- 
dure.. If the tumor is rapidly shelled out these 
bands may be severed without more than momen- 
tary objection on the part of the patient. In the 
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simple tumors in which the trabeculas do not ex- 
ist, as is true in most small ones, no difficulty is en- 
countered. 

Papillomas. Papillomatous tumors of all descrip- 
tions are easily removed by infiltrating a line about 
their base and excising an ellipse entirely through 
‘the skin. It is well to infiltrate beneath the tumor 
since these little tumors are often supplied by a 
vessel of considerable size which enters them at 
itheir base and which is accompanied by a small 
nerve the section of which causes pain if not pre- 
viously infiltrated. The wound is closed by simple 
sutures. The kind of suture which will be required 
should be determined before the skin is infiltrated, 
for if the tumor is large and the tension is apt to 
be considerable, requiring the sutures to be placed 
at some distance from the edge of the incision, a 
correspondingly wide line of infiltration should be 
made. This precaution is especially necessary in 
the large fungus-like papillomas of the leg. Here, 
particularly if there is much subcutaneous fat the 
tension on the wound will be considerable, requiring 
that the sutures be placed well back from the edge 
of the wound. If necessary special lines of infiltra- 
tion may be placed to receive tension sutures. 

Deeply Lying Cysts. Congenital cysts are of 
frequent occurrence and may be satisfactorily re- 
moved under local anesthesia. No new principle 
need be enunciated for securing anesthesia in these 
cases. A particularly large amount of fluid may 
be used here with advantage since deep isolation is 
secured more easily when edematized and, since 
co-aptation of deep structures is not required, there 
is no objection to its use. Schleich’s solutions No. 
2 or 3 may be satisfactorily employed. 

Large tumors, the removal of which reaches the 
dignity of a major operation, will be described 
under that head, 


PistoL SHOTS IN THE BRAIN. 

Practically every lodge bullet constitutes a fatal 
condition and it should be removed, if possible, even 
if there are no symptoms. As a general proposition, 
in most cases, the harm done by retention is greater 
than the damage inflicted by a skilled brain operator 
is accomplishing removal. Removal is even more 
our duty when the bullet is near a vital centre 
When serious symptoms exist even grave operative 
risks do not forbid interference. In some cases, 
without symptoms, in which we are sure that op- 
eration would produce a functional calamity, we 
do not operate.-—J. C. Da Costa, in the N. Y. Med- 
ical Journal. 


A PECULIAR CASE OF DILATATION OF 
THE STOMACH, WITH FAILURE OF 
ABDOMINAL WOUND TO UNITE. 


Emory Lanpuear, M.D., Px.D., LL.D., 
Professor of Clinical Surgery in the American 
Medical College. 

ST. LOUIS, MO. 


The case is unusual in the following points: 

1. A remarkable degree of chronic dilatation of 
the stomach due to an ulcer of the duodenum. 

2. Complete separation of an eight-inch incision 
on the 13th day after operation. 

3. Recovery after the stomach and a loop of in- 
testine had lain eight hours outside the abdominal 
cavity. 

Lorenz W., patient of Dr. J. M. Long, of St. Louis, 
aged 39, baker by occupation, of bad family history (his 
mother died of cancer of the stomach and an aunt had 
cancer of the breast), had suffered for a long time from 
peculiar gastric symptoms. His appetite for bread was 
enormous—five and six loaves of bread a day would some- 
times be eaten; yet he did not become fat. 

A diagnosis of duodenal ulcer was readily made from 
three symptoms: (1) epigastric pain appearing one or two 
hours after eating; (2) the passage of much tarry mate- 
rial from time to time, recognizable as decomposing blood, 
and (3) the appearance, on several occasions, of bright 
blood in the stools, not due to hemorrhoidal rupture. 
Operation for relief of the ulcer was repeatedly urged by 
several physicians and surgeons, but persistently refused. 
Under internal medication and restricted diet, with lavage, 
however, the duodenal symptoms gradually subsided and 
for some months no bloody stools were found. But the 
general ‘condition of the patient did not improve. He be- 
came neurasthenic and the upper abdomen swelled to such 
a decided extent that he finally consented to abdominal 
section for relief from the gastric distension which was 
so distressing. 

At the time of my first examination, November 23, 
1910, gastric dilatation was present to such degree that 
stomach resonance extended from the sixth intercostal 
space to near the ilium and from the erector spine of the 
left side to far beyond the umbilicus. There were accom- 
panying dyspnea and a precordial distress that gave a 
markedly scared expression to the patient’s face. The 
lower abdomen was flat on percussion. The general con- 
dition was not good, for he had in two months lost 20 
or 25 pounds in weight. There were no eructations of 
gas, and stomach-analysis gave nothing of diagnostic 
value. Nausea had never been present and vomiting had 
occurred only once in the two years of trouble. He was 
not addicted to alcohol or tobacco. 

He was admitted to Deaconess Hospital on November 
28, 1910, and operated upon next day by myself, assisted 
by Drs. G. W. Ruddell and E. F. Oehler, with Dr. Long 
as anesthetist—two doses of hyoscine and morphine (given 
3 hours and 1% hours before operation) rendering very 
little chloroform necessary, however. The stomach was 
carefully washed out ‘before operation. 

Examination showed enormous dilatation of the stom- 
ach and the entire duodenum was also distended, as well 
as the first portion of the jejunum; but after a foot or 
more, the latter gut became small as one’s finger and the 
walls appeared thickened for several feet (as far as ex- 
plored). The appendix and gall-bladder were normal. 
The colon was in the pelvis with loops of ileum. No evi- 
dence of gastric or duodenal ulcer could be made out, but 
just below the pylorus there was a hard mass which 
proved to be the cicatrix of a healed ulcer. Large num- ° 
bers of mesenteric glands were enlarged to the size of 
cherries and many more of smaller size (a few were re- 
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moved for microscopic examination. Dr. Frederick A. 
Baldwin reported: No evidence of cancer, syphilis or tu- 
berculosis; merely chronic inflammation of glands). On 
opening the stomach, the walls of which were greatly at- 
tenuated, the mucous membrane was found pale, but other- 
wise normal—no ulcer; the pylorus readily admitted the 
index finger. A posterior gastro-jejunostomy was made 
and the abdomen was closed. 4 

‘On account of the previous distension the abdominal 
incision was more carefully sutured than usual. The peri- 
toneum was sewed with No. 4 catgut, plain; the sheath of 
the rectus was closed with No. 2 chromic gut, reinforced 
with four No. 4 sutures through the rectus and the 
raphé of peritoneum; and the skin was held with sixteen 
silkworm-gut stitches, reinforced by four wide strips of 
surgeons’ plaster over the gauze and a binder outside the 
cotton pad. 

The patient did well in every way; highest temperature 
99°, no vomiting, no great epigastric distress and surpris- 
ingly little gastric distension. Water was given through 
the rectum by drop-method grec with nutrient 
enemata every 6 hours for four days. On the fifth day 
champagne and a little water were given by mouth and 
liquid food allowed on the sixth. The stomach took care 
of both without trouble and on the tenth day a moderately 
full diet was begun. 

The sutures were removed late’ on the evéning of the 
twelfth day and primary union appeared perfect. At 6 
a. m. of the thirteenth day the patient went to the toilet 
and strained hard at stool. Suddenly he felt a tearing sen- 
sation in the wound and experienced a sudden relief from 
the uncomfortable tightness in the upper part of abdomen. 
He returned to bed and ate some breakfast at 7, but 
complained of some colicky pains which the nurse ascribed 
to the physic. At noon Dr. Long saw the man and found 
him still complaining of “wind-colic,” as the patient called 
it, though he had just eaten rather heartily of soup, 
chicken, etc. The doctor, desirous of seeing the excellent 
line of healing I nad described to him the night before, 
gently raised the lower part of the dressing and found a 
loop of intestine lying on the skin near the umbilicus. 

At a little past 2 o’clock (more than eight hours after 
the accident) I opened up the dressings, with the patient 
in full anesthesia, and found the stomach and several coils 
of gut outside the belly, the gastro-jejunostomy being 
especially prominent. There was a slight amount of plas- 
tic lymph already appearing among some coils of the pro- 
truding intestines, but this was easily removed and all the 
viscera wére returned to the abdomen. The wound was 
closed with sixteen through-and-through silkworm-gut 
sutures after the raw (now somewhat glazed) surfaces 
had been freshened with the edge of scissors. There was 
not the slightest evidence of infection anywhere. 

Convalescence was uninterrupted. The patient was kept 
in bed for two weeks, at the end of which time the 
stitches were removed and perfect union found—this time. 

Ten days later he was discharged from the hospital 
greatly improved in every way. It is presumed that the 
chronic dilatation of the stomach will entirely disappear 
as the area of reasonance already is less than half the size 
previous to operation. 


PAIN AND WouUND INFECTION. 

Mild infection may occur without fever, and with 
only slight evidence of local disturbance. The pa- 
tient may complain of slight pain in the wound. In 
all wounds there is some pain for the first few 
hours following an operation. This pain subsides 
at the end of twenty-four hours, only to recur if 
the parts are removed. Pain occurring after the 
subsidence of the primary wound pain is to be re- 
garded as an evidence of infection—RusseEL. S. 
Fow er, in the N. Y. State Journal of Medicine. 


TWO CASES OF POST-OPERATIVE DILA- 
TATION OF THE STOMACH 
IN CHILDREN. 
WALTER A, SHERWOOD, M.D., 
Surgeon to Methodist Episcopal Hospital. 
BROOKLYN, NEW YORK. 


In May, 1906, J. C. MacEvitt read a paper be- 
fore the Brooklyn Surgical Society under the title 
of Post-Operative Acute Dilatation of the Stom- 
ach. This paper was published in the New York 
State Journal of Medicine of the same year. Al- 
though the earlier American literature contains a 
few scattered reports of this condition under va- 
rious titles, MacEvitt’s treatise on the subject was 
the first to recognize and establish it as a definite 
pathological entity. In April of last year the same 
writer presented another excellent paper on this 
subject, with special reference to its etiology and: 
pathology, for the details of which the reader is. 
referred to The Long Island Medical Journal, De- 
cember, 1909. 

The more recent text-books on surgery have 
given space to this now generally recognized condi- 
tion, as examples of which may be mentioned the 
article by Mayo Robson, in the third volume of 
Keen’s Surgery, while in Deaver and Ashhurst’s 
Surgery of the Upper Abdomen, an entire chapter 
is devoted to a consideration of the subject. The 
individual case reports have been quite numerous, 
most of the cases recorded having occurred in 
adults between the ages of twenty and thirty. 

In my own records, I find that two cases of acute 
post-operative dilatation of the stomach in children 
have been observed in my hospital service, and it 
is for the purpose of adding these to the cases al- 
ready reported that I present briefly the salient 
features of their histories. Both children were 
males, and in each case the gastric dilatation follow- 
ing an operation for suppurative appendicitis, 


Case I—W. H., aged four, was seen in consultation 
with Dr. Shearman. Although the history was somewhat 
atypical and the symptoms masked, a diagnosis of appen- 
dicitis was concurred in and the patient removed to the 
hospital for immediate operation. The appendix was 
found to be gangrenous at its tip; there was a small 
amount of free pus in the pelvis, the remainder of the 
peritoneum being red and dry; the intestinal coils were 
everywhere distended. The appendix was removed with- 
out difficulty, and there was practically no handling or 
traumatism of the adjacent viscera. The wound was 
closed without drainage and the usual post-operative treat- 
ment was instituted, including the Fowler position, Mur- 
phy rectal drip, and an ice-coil to the abdomen. On the 
day following operation the patient complained of much 
pain which was not referred to the region of the wound, 
but to the epigastrium. He vomited repeatedly without 
effort ; the vomited material was light green in color, with- 
out odor and mixed with large quantities of mucus. The 
pulse became rapid and thready, respiration was em- 
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barrassed, and the face wore the anxious pinched expres- 

sion of ene suffering from a grave abdominal lesion. 

Upon examination the entire upper abdomen was found 
to be distended, most markedly, however, in its upper half, 
there being a distinct prominence in the epigastrium which 
extended well below the umbilicus. The situation and 
conformation of this tumor, together with the typical 
symptoms, made the diagnosis of post-operative dilatation 
certain and the patient was treated accordingly. Lavage 
was instituted and repeated every four hours; all food 
was withheld by mouth, rectal feeding was established 
from the beginning and the patient was given small doses 
of strychnine hypodermatically, The lavage was always 
followed with temporary relief and large quantities of 
light greenish fluid were evacuated with each introduction 
of the stomach tube; the bowels were moved by enemata 
and there was a gradual subsidence of the peritonitis. The 
symptoms of gastric dilatation, however, continued for ten 
days. On the fifth day there was a temporary improve- 
ment and an attempt was made to give the patient small 
quantities of water and peptonized milk by mouth; this 
attempt was immediately followed by a return of all the 
symptoms and physical signs of the dilatation and it was 
not until the twelfth day after operation that we were 
able to discontinue the stomach washings and begin to feed 
the patient by mouth. Following this his convalescence 
was uninterrupted. 

_Case II—J. D., aged 9, was referred to me by Dr. 
Frank Magilligan, during a severe attack of appendicitis; 
he was sent to the hospital for immediate operation. The 
appendix was found to be gangrenous throughout its en- 
tire length and perforated near its base. The gangrene 
had also involved a small area on the cecal wall. The 
abdominal cavity contained a large quantity of foul-smell- 
ing pus and the case presented all the typical features of 
diffuse septic peritonitis. The operation required but a 
few minutes; appropriate drainage was established; and 
_ the patient was placed in the elevated head and trunk 
position, with rectal drip irrigation and an ice-coil to the 
abdomen. He remained critically ill, and at the end of 
one wéek a fecal fistula was established as a result of the 
gangrene in the cecal wall. Intestinal paresis was an 
obstinate feature, the abdomen remaining distended and 
the bowels being moved with great difficulty by the use 
of frequently repeated high enemata. Up to the tenth 
day vomiting had not been a troublesome feature, but 
from the tenth to the twenty-second day after operation 
he vomited’ repeatedly and was unable to retain any nour- 
ishment by mouth. The vomited material was either 
greenish or light brown in color. The patient lost flesh 
and strength repeatedly and his pulse at times was almost 
imperceptible. Although repeated examinations had been 
made, the extreme general distension had hitherto made it 
impossible to find a definite cause for the vomiting. Dur- 
ing the third week, however, the distension of the lower 
abdomen gradually lessened and the bowels were moved 
regularly, but the projectile vomiting still continued at fre- 
quent intervals and in large quantities. At this time an- 
other examination revealed the outlines of a greatly dis- 
tended stomach, the greater curvature of which extended 
two inches below the umbilicus. The patient was now so 
emaciated that the contour of the stomach itself could be 
seen through the thin abdominal wall. He was now sub- 


jected to lavage at regular intervals, all nourishment was. 


given by rectum and small doses of strychnine (1/90 gr.) 
were administered hypodermatically every three hours. 
Following this there was a gradual cessation of the dila- 
tation and all symptoms, after which the patient made a 
satisfactory though tedious recovery. 


Two cardinal factors are recognized in the eti- 
ology of acute post-operative dilatation of the stom- 
ach, namely mechanical obstruction and motor in- 
sufficiency of the stomach musculature. In both 
of the cases here reported, it is my opinion that 
motor insufficiency was the etiological factor of 
first importance, and not mechanical obstruction. 
The motor insufficiency in these cases seemed to be 


simply a part of a general gastro-intestinal paresis 
of toxic origin. For the same reason that it is dif- 
ficult to obtain a bowel movement in cases of pare- 
sis of the gut it seems reasonable to assume that the 
stomach, in post-operative dilatation is unable to 
expel its contents into the duodenum and that this 
motor insufficiency, together with hypersecretion, 
results in varying grades of dilatation. 

It is interesting to observe that in the first case 
the onset of symptoms occurred within twenty-four 
hours after operation, the usual length of time given 
for the development of post-operative dilatation ; in 
the second case, however, there were no symptoms 
of the dilatation until the tenth day after operation 
and because of the extreme general distension a 
definite cause of the vomiting was not determined 
until the third week. In both instances it will be 
noted that, even with thorough and appropriate 
treatment, the dilatation persisted for a period of 
ten days or more. Fortunately both cases recovered 
without the necessity of operative intervention, the 
mortality of which is reported as 85 per cent. 

These cases illustrate the importance of an early 
recognition of this not infrequent complication of 
any intra-abdominal lesion, particularly a toxic 
lesion in which paresis of any part of the gastro- 
intestinal canal is apt to be a feature. 

It does not seem inappropriate to add that these 
cases serve to emphasize a fact which has been ob- 
served by others and now quite generally accepted ; 
namely, that appendicitis in children is a more seri- 
ous problem than in the adult. The progress of 
the disease is more rapid in children, they are more 
prone to the development of serious complications 
(intestinal paresis, obstruction and general perito- 
nitis), and the mortality rate is higher. All of 
which bespeak early diagnosis and prompt operation 
in cases of appendicitis in children with even 
greater emphasis than is now universally recom- 
mended in the adult. 

289 GARFIELD PLACE. 


Tu Test MEAL AND GAsTRIC CANCER. 

Without in any way minimizing the value of lab- 
oratory examinations of the stomach contents, etc. 
I am more and more convinced that gastric cancer 
itself does not give rise to diagnostic symptoms dur- 
ing the curable stage. In the later stages the clinic- 
al picture and laboratory findings are charasteristic ; 
by this time, unfortunately, the prognosis is equally 
as plain as the diagnosis, but if the disease is situ- 
ated in the pyloric end of the stomach, it early in- 
troduces mechanical conditions which furnish the 
most valuable information—Wwm. J. Mayo in The 
J. A.M. A. 
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A CASE OF CONGENITAL HYPOMASTIA 
ASSOCIATED WITH ACQUIRED HY- 
PERTROPHY OF THE OPPOSITE 
BREAST. 

Harotp Nevuuor, M.D., 

Adjunct Surgeon to the Hebrew Infant Asylum, 
Assistant Surgeon to the New York Neuro- 
logical Institute, Adjunct Admitting Phy- 
sician to Mt, Sinai Hospital. 

(From Dr. W. M. Brickner’s Surgical Department 
in the Mount Sinai Hospital Dispensary.) 
NEW YORK. 


Amastia—complete absence of the breast—is a 
very rare anomaly of which there are but few au- 
thentic cases on record. The normal progress oi 
development of the breast may fail at any stage 
of its evolution, from early embryonic life up to the 
adult period. When the unknown factor interfer- 
ing with the development of the organ is at work 
before the second or third months of intrauterine 
life, amastia results 1, 2. This abnormality is 
generally but not invariably associated with other 
anomalies, especially with deformity of the limb on 
the corresponding side, absence of the pectoral 
muscles, ‘infantile genitalia, and absence of the 
uterus and vagina. 

A small imperfectly developed gland, so-called 
micromastia, is the result of a mammary defect that 
is less complete. Although rare, this condition is 
more often met with than is amastia. Like the 
latter, micromastia is more often unilateral than bi- 
lateral. It would appear, from the few reported 
cases, that micromastia is far more common on the 
right than on the left side. The condition may oc- 
cur independently of other deformities or may be 
associated with the anomalies found in amastia 3. 
The micromastic breast in the adult female resem- 
bles the normal male breast in size and shape. The 
nipple is regularly small and depressed. Glandular 
tissue is only insignificantly developed, and lacta- 
tion is almost invariably absent on the affected side. 

In addition to the reported cases of amastia and 
micromastia, some patients have been described 
presenting a normal breast on one side and very 
much smaller, poorly developed gland on the oppo- 
site side. This ill-defined group of instances of 
arrested development, must be much more common 
than medical literature indicates. It is a condition 
for which no adequate name appears to exist and 
to which we may appropriately apply the term 
“hypomastia.” The following case comes under 


this category and is unique in that the hypomastic 
breast lactated and the opposite breast presented a 
condition of marked hypertrophy. 


Mrs. M. L., aged 27 years, applied for treatment at 
Dr. W. M. Brickner’s Clinic in the Out-Patient Depart- 
ment of Mount Sinai Hospital, in December, 1910, for an 
ulcer following an abscess in the right breast. 

There is no history of mammary or other deformity in 


her family. (Her children were examined and found 
normally developed.) The patient’s mother states that 
immediately after this patient’s birth, the accoucheur called 
attention to the fact that the right breast was much smaller 
than its fellow. Menstruation began at the age of four- 
teen. The left breast then gained the proportions of the 
normal adolescent gland, while the right breast remained 
small and flat. During the menstrual periods fullness 
and sensitiveness of the left breast invariably appears; 
these manifestations never occur on the right side. Men- 
struation was always normal. 


Fig. 1. 


The patient is married six years and has had four nor- 
mally delivered children. In her first pregnancy she 
noticed that while the left breast became enlarged and 
engorged and contained colostrum, the right breast be- 
came but slightly larger and somewhat engorged, and that 


this alteration occurred only in the last six weeks of preg- . 


nancy. After childbirth the left breast secreted milk pro- 
fusely, whereas on the right side there was but a small 

antity of milk, which soon disappeared spontaneously. 
Bottle- feeding was instituted when the: child was ten 
months old. Practically the same evolution of the breasts 
took place at the subsequent pregnancies. It was observed, 
however, that the left breast became larger and larger 
with each successive pregnancy and that the right breast 
also became a little larger and contained a little more milk 
with each succeeding childbirth. 

The last child was born ten weeks ago. It nursed well 
from the left breast and made several ineffectual attempts 
tc. nurse from the right. Five weeks before the patient 
came under observation her right breast became painful 
and swollen. The abscess that had formed ruptured spon- 
taneously; an ulcer remained for the treatment of which 
the patient came to the clinic. 

The patient presents a normal physique and general phy- 
sical examination reveals no abnormality other than the 
one under discussion. 

The right breast is of the size and shape of a small vir- 
ginal gland in a young adult female. The nipple is very 
small and flat, and is surrounded by a _ narrow 
pigmented areola, free from Montgomery glands. 
On palpation small isolated masses of glandular tis- 
sue are to be felt; the remainder of the gland 
seems to consist of fatty tissue. A few drops of milk can 
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be expressed. Below the nipple is an ulcer, the result of 
the spontaneously ruptured abscess. (The wound healed 
after a week’s treatment.) The pectoral muscles are nor- 
mally developed. 

The left breast is exceedingly large and heavy and is 
pendulous, extending to the level of the umbilicus. The 
nipple is of normal size and contour; it is surrounded by 
a broad pigmented zone. The breast itself is rich in 
glandular tissue as well as in milk. The hypertrophy of 
the organ apparently resulted from an increase of the 
glandular and not of the fatty tissue. The pectoral 
muscles are normal. 


I am indebted to Dr, L. Jaches, Radiographist 
to Mount Sinai Hospital, for the photograph of 
this patient. : 

REFERENCES: 
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FREQUENCY OF HERNIA. 

Only about 10 per cent. of those who suffer with 
inguinal or femoral hernia submit to operation for 
its cure, and when it is considered that over 2,000,- 
000 people of this country have one or other of 
these forms of rupture, it is clear that a very large 
number of patients prefer to endure the distress, 
pain and danger of this deformity rather than un- 
dergo an operation for its cure. Inguinal hernia is 
more common than appendicitis and gallstones to- 
gether, and while it does not produce so high a 
mortality, there is a definite death-rate from stran- 
gulated hernia. It has been concluded from care- 
fully compiled statistics that the working efficiency 
of individuals with rupture is thereby impaired 
from 15 per cent. to 50 per cent—J. A. MacMIL- 
LAN, in the Journal of the Michigan State Medical 


Society. 


GALL-BLADDER DISEASE. 

One of the commonest errors in diagnosis in my 
experience has been to exclude gallstones because 
there has been no history of jaundice. 

Those familiar with the actual conditions as seen 
at operation are well aware that so long as gall- 
stones remain in the gall-bladder they bear no neces- 
sary relation to jaundice. Another group of facts 
perhaps less generally known, or-at least not prac- 
tically applied, is that owing to the poor lymphatic 
supply of the gall-bladder, as pointed out by W. J. 
Mayo, severe purulent infection of the gall-bladder 
may occur with but trifling constitutional disturb- 
ance. There may be no fever, no notable increase 
of leucocytes, no jaundice. The symptoms and signs 
may be merely epigastric pain and tenderness over 
the gall-bladder, with or without a palpable tumor. 
—A. B. JoHNnson in the Medical Record. 


A CASE OF INGUINAL HERNIA IN A CHILD 
SIX WEEKS OLD, CONTAINING THE 
TUBE, OVARY, AND HORN OF 
THE UTERUS.* 

ALBERT S. Morrow, M.D., 

Adjunct Professor of Surgery, New York Poly- 
clinic Hospital and Medical School. 

NEW YORK. 


I was asked to see this child on November 22, 
1910, by Dr. J. H. Potter, to whom I am indebted 
for the following history: 


About a week after the child was born, a small hernia 
was noticed in the right inguinal: region, which, however, 
could be reduced without difficulty. On the day before I 
saw the child the mother stated that it had cried a great 
deal and was restless most of the day, and that evening 
when she undressed it she noticed that the hernia was 
much larger than usual and could not be reduced. The 
child’s bowels moved freely both on the day I saw it 
and on the previous day. There was some vomiting, but 
much significance could not be attached to this, as the 
mother stated that vomiting had been of frequent occur- 
rence ever since birth. 

On examination a small umbilical hernia was noted, 
and in the right inguinal region could be felt a small 
ovoid, irreducible mass, which was tense, elastic, freely 
movable, and gave a suggestion of an impulse on crying. 
The temperature was normal. While the child was poorly 
nourished, weighing but eight pounds, it did not have the 
appearance of being very sick, and in view of the absence 
of any symptoms in that direction strangulation of gut 
was considered doubtful. I at first thought we were deal- 
ing with-a cyst of the canal of Nuck, but this diagnosis 
was discarded after being assured by Dr. Potter that 
when he first examined the child it undoubtedly had a 
hernia. At any rate, it was thought best to operate. 

The operation was performed at once under a very light 
chloroform anesthesia. An incision two inches long was 
made over the inguinal canal and the sac was quickly ex- 
posed. It was about the size of a large olive, but was 
niuch constricted where it emerged from the external ring, 
at which point it was about the size of a lead pencil. The 
aponeurosis of the external oblique was incised, thus re- 
lieving the constriction from the external ring, and upon 
opening the sac a small quantity of fluid escaped, followed 
by the ovary and tube, both somewhat congested. The 
ovary measured about 3% inch in thickness, by % inch in 
length, and its size undoubtedly prevented the reduction of 
the hernial contents. Presenting just within the neck of 
the sac were also the horn of the uterus, the round liga- 
ment, and part of the broad ligament. Whether the 
uterus in this instance was bicornate or unicornate was 
not determined, as to have attempted to do this it would 
have been necessary to have enlarged the neck of the 
sac considerably. The contents of the sac were returned 
without difficulty, after which the sac was ligated and 
the canal was repaired. The child left the table in good 
condition and has made an uneventful recovery. 


Since operating upon this patient I have heard of 
three similar cases in infants occurring in the prac- 
tice of surgeons to whom I have mentioned this’ 
case, and from examination of the literature it 
seems that, while hernia of the tube and ovary in it- 
self is comparatively rare, a large proportion of 
such cases occurs in infants under one year of age. 
In the Journal of the American Medical Associa- 


*Read before the Polyclinic Clinical Society, December, 1910. 
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tion, November 25, 1905, Andrews reports 362 
cases of hernia of the female pelvic organs which 
he had collected from the literature, 80 of which 
were of the tube and ovary; 46 of the tube alone, 
and 167 of the ovary alone, or in which there was 
no mention of the tube. In the following year he 
collected and reported in detail 88 cases of hernia 
of the tube and ovary (Journal American Medical 
Association, Nov. 24, 1906). In looking over his 
cases, I was surprised to find that in 31 out of the 
88, the hernia occurred in children under one year 
of age. This large proportion of these cases in 
infants is borne out by Carmichael’s statistics, 
quoted by Coley (Annals of Surgery, September, 
1909), where in 21 cases of hernia in females under 
one year, 13 contained the ovary and tube. It is 
probable that the proportion is even larger than is 
shown by these figures, because few infants are 
operated upon at this early age—that is, under one 
year—the sac, if left alone frequently becoming ob- 
literated spontaneously and the hernia being cured 
without operation, so that the condition is not rec- 
ognized. At the same time, many of the reported 
cases operated upon in adult life give a history of 
having had the trouble from birth. 

The frequency of the condition in infancy may 


be explained by the fact that the canal of Nuck 
often remains patent after birth, and in early in- 
fancy the tube and ovary lie in the abdominal 
cavity, close to the internal abdominal ring. 


222 WEST 72D STREET. 


X-Rays IN THE TREATMENT OF CANCER. 

Cathode rays and X-rays can be made absolutely 
destructive to superficial growths if used to excess, 
but the X-ray is in effect a two-edged sword; 
nevertheless it may be used as the principal agent, 
as a preliminary therapeutic measure preceding 
operations, or as a post-operative protection. The 
first and the third of these uses are, in trained 
hands, often very successful; the second is a dis- 
appointing and even a dangerous measure. Again, 
cathode rays may be used for their destructive and 
specific effects for relief of pain, without reference 
to the former, and to aid prompt absorption of exu- 
date or scar tissue. I have convinced myself that 
they are of great value after operations where por- 
tions of the abdominal viscera or of abdominal 
growths have been removed on account of cancer. 
Here they seem, at least, to retard recurrence, and 
I repeat, in my own experience, to apparently pre- 
vent it—RoswELL Park in the Buffalo Medical 
Journal. 


EXTRACTION OF FOREIGN BODIES FROM 
THE EYE WITH THE “CORNEAL 
CURETTE.” 

Joun M. WHEE M.D., 

Assistant Surgeon, New York Eye & Ear Infirm- 
ary ; Ophthalmic Surgeon, New York Throat, 
Nose and Lung Hospital. 

NEW YORK. 


Two years ago I published a description of my 
little instrument for removing foreign bodies from 
the cornea (Journal A. M. A., May 22, 1909). At 
that time the suggestion was made that the instru- 
ment would appeal especially to general practi- 
tioners, as it often falls to the lot of many general 


Fig. 1. 


practitioners of medicine and surgery to remove 
small bits of foreign matter from patients’ eyes. 
Many doctors have a just sense of hesitancy about 
using sharp instruments on the human cornea for 
fear of penetrating into the anterior chamber. The 
danger of such an accident is a real one, and it has 
seemed to me that there has been a genuine demand 
for an instrument which is effective and at the 
same time safe in the hands of those who have not 
had special training in the technic of eye surgery. 
With this in view, the instrument was designed and 
has been called a “corneal curette.”” That such an in- 
strument was wanted by the profession is evident 
by the demand that the instrument makers have had 
for it, from both specialists and general practition- 
ers. In justice to the instrument and for the benefit 
of those who are using it, it seems to me that a brief 
explanation of the technic of its use in the re- 
moval of foreignbodies fromthe cornea is called for. 
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Before attempting to remove a foreign body, the 
cornea should be rendered entirely anesthetic. This 
may be done by instilling two or three times, at 
intervals of three or four minutes, a 4 per cent. 
solution of cocaine hydrochlorate or 1 per cent. 
holocaine. The patient then may be assured that 
the extraction will be painless. He is seated in a 
chair of such a height that his eye will be easily ac- 
cessible to the surgeon, who stands behind him. An 
eye speculum is called for only in the case of ex- 
ceptional patients who will not open the lids when 
told to do so. Either artificial or natural light is 
thrown on the cornea with a condensing lens, and 
the patient is instructed to look with his unaffected 
eye at a point which will cause him to hold the 
injured eye in a position enabling the surgeon to 
see the foreign body most distinctly. In holding 
his lids open, the patient is assisted by the surgeon’s 
fingers. The lens is held in one hand and the in- 
strument is held lightly in the other, very much as 
a pen is held in the hand. The accompanying il- 


Fig. 2. 


lustration shows the position which the surgeon 
and the patient should assume. 

The edge of the instrument should be sharp and 
should cut with gentle pressure; the operator 
works the instrument behind the foreign body and 


lifts it from its bed in the cornea. Usually the 
foreign body is dislodged by a single motion and 
usually it does not float away in the lacrimal sec- 
tion, but stays in the hollow of the curette. 

It is always a pleasure and relief to both patient 
and physician to get a good look at the foreign body 
after it has been taken from the eye. In the case 
of very small particles which penetrate deeply into 
the cornea, the point of the instrument should be 
used. When the point is used the shank is made to 
act as a guard so that there need be no fear of pene- 
trating into the aqueous chamber. 

The wound may be disinfected by the application 
of bichloride of mercury solution 1-500, although 
this is seldom necessary. Hot bathing and an an- 
tiseptic, such as argyrol 25 per cent., or bichloride 
vaseline 1-5000 used several times following the 
extraction are acceptable to the patient and are wise 
precautions against infection of the corneal wound. 
These little wounds usually heal within two or 
three days. In case an ulcer results, it should be 
curetted and treated energetically by atropine, an- 
tiseptics and hot bathing. Ulcers following foreign 


bodies in the cornea usually yield readily to treat- 
ment. No scar will result from injury to the cor- 
nea unless the anterior limiting membrane (Bow- 
man’s membrane) has been penetrated. 

80 WEstT 40TH STREET. 


MEDICAL EDITORS TO MEET IN LOS 
ANGELES, CAL. 

The forty-second annual meeting of the American 
Medical Editors’ Association will be held at the 
Alexandria Hotel, Los Angeles, on June 26 and 
27, under the presidency of Dr. J. MacDonald, Jr., 
of New York, with the annual banquet on the even- 
ing of Monday, June 26, at the above hotel. 

Among the papers to be presented at this meet- 
ing are the following, all of which are of interest to 
medical editors, and all doctors who are journalistic- 
ally interested are invited to attend this session. 

“Relation of the Medical Press to the Public 
Health and Marine Hospital Service,’ by Walter 
Wyman, Surgeon-General. 

“The Advisability of Newspapers and Magazines 
Having Medical Editors on Their Staff,” by Edgar 
A. Vander Veer, M.D. 

“Some Things I Have Learned as a Western 
Medical Editor,” by Edward C. Hill, M.D. 

“The Future of American Medical Journalism, 
Once More an Optimistic Outlook,” by William J. 
Robinson, M.D. 

“Some Elements of Success in Medical Journal- 
ism,” by J. M. French, M.D. 

“The Medical Reporter from His Own Stand- 
point,” by E. Franklin Smith, M.D. 

“Physical Therapeutics in the Medical Press,” by 
Arnold Snow, M.D. 

“What Shall WE Publish,” by J. R. Phelan, M. D. 

“The Extension of Advertising in Medical Jour- 
nals,” by S. DeWitt Clough. 

“Medical Expert Testimony,” by R. B. H. Grad- 
wohl, M.D. 

“The Hospital Bulletin as a Factor in Medical 
Journalism,” by George W. Kosmac, M.D. 

“The Literary Side of Medical Journalism,” by 
T. D. Crothers, M.D. 

“Private Owned Medical Journals,’ by Henry 
W. Coe, M.D. 

“The Influence of Medical Journalism for Medi- 
cal Progress,” by W. Benham Snow, M.D. 

“Editorial Independence,” by T.G. Atkinson, M.D. 

Subject to. be announced by C. H. Hughes, M.D. 

Subject to be announced by William Porter, M.D. 

Subject to be announced by Winslow Anderson, 
M.D. 
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FRACTURES OF THE ELBOW. 

“One of the worst things that can happen to a 
young surgeon beginning practice is to meet with 
a case of injury of the elbow in a child.” While 
modern methods, and especially the X-ray, have 
largely mitigated the terrors of injury to the elbow 
joint, these words of the great Velpeau, uttered 
in the early years of the last century, are still of 
great significance. Probably no other forms of 
fracture afford such opportunity for error, or fur- 
nish so many poor after-results as fractures in or 
about the elbow. These points are strikingly em- 
phasized in a recent paper by Fagge (British Medi- 
cal Journal, March 11, 1911), whose discussion of 
injuries to the lower end of the humerus is forcibly 
brought to attention by its note of practical experi- 
ence. Our notions of such injuries has been largely 
clarified by the recent classical work of Poland on 
“Injuries of the Epiphyses,” from which Fagge 
quotes extensively. Fagge clearly shows, for in- 
stance, that the common diagnosis of “separation of 
the lower end of the epiphysis” in children, at least 
after the age of four, is an error. In accordance 
with most writers, Fagge accepts the conclusions of 
Poland, who has shown that after the age of four, 
@ part of the extreme lower end of the humerus is 
formed by the downward growth of the diaphysis, 
between the internal epicondyle and the rest of the 
epiphysis.. Separation of the epiphysis, after the 


age of four, must necessarily, therefore, be associ- 
ated with fracture, 

Fortunately, it is not essential to accurately dif- 
ferentiate between the various forms of fracture of 
the lower end of the humerus,-because the treat- 
ment is but slightly influencéd by-the particular na- 
ture of the injury. It is, however, absolutely nec- 
essary to diagnose as early as possible a separatign 
of an epiphysis, for the reason that union is very 


rapid in these parts, resulting, in permanent déform- 
ity or marked limitation of \motiog,\ “unless early 


proper fixation of the joint is\irstituted<— 

The two most conmon untoward results’ of ti- 
jury of the elbow are, first, impairment-of mobility, 
due to the formation of callus within the joint and 
to imperfect replacement of the epiphysis; second, 
arrest of growth due to injury of the epiphysis. 
Fortunately, this is not as serious as is arrest of 
growth due to injuries of the lower femoral epiphy- 
sis, but the patient and relatives should be advised 
of the possibility. 

The proper treatment of fractures of the elbow is 
still a matter of contention. Poland, whose experi- 
ence is large, recommends the right-angled splint. 
Bardenheuer and the American School place their 
faith in fixation in the extended position. On the 
other hand, Hutchinson and many English sur- 
geons believe in flexion. 

A. P. C. Ashhurst, whose essay on this subject 
won the Samuel D. Gross prize last year, reported 
excellent results in the immediate use of hyper- 
flexion in his series of 56 cases; but he emphasizes 
the importance of reduction of the fracture. The 
hyperflexion caused trouble (median neuritis) in 
but one of his cases. 

In Fagge’s opinion, flexion undoubtedly reduces 
the deformity very easily, but he has seen, undoubt- 
edly, impairment of the carrying angle following its 
use. He emphasizes the necessity of removal of the 
supporting apparatus at the end of three or four 
weeks, and of an early resort to massage and pas- 
sive motion. If an operation is decided upon, 
Fagge advises that it be performed early, within 
two or three weeks of the accident.—E. M. 


SURGERY IN CHINA. 

Among many medical publications of the past 
year we have found none more entertaining and 
instructive than the treatise on “The Diseases of 
China (including Formosa and Korea),” by W. 
Hamilton Jefferys and James L. Maxwell (P. 
Blakiston’s Son & Co., 1910; $6.00). It provides 
a clear insight into native conditions governing dis- 
ease and its treatment, and a scholarly and thor- 
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ough description of the “medical” diseases inci- 
dent, no less than of those peculiar, to the empire. 
But what interested us especially are the sections 
on surgical diseases and surgical practice. 

Chinese surgery, like the native medicine, has 
made little or no advance (but the teaching that 
is being conducted in many of the four hundred 
hospitals and dispensaries, and in the “ten or twelve 
strong medical schools under Christian influence,” 
will no doubt effect a decided change within an- 
other generation). On the other hand, surgery in 
China, as it is practiced by medical missionaries in 
the large centers is, with some limitations, quite in 
keeping with the general surgical practices of the 
occident. It is especially interesting to note that 
hospital construction and the equipment of operat- 
ing rooms and laboratories in these centers have 
been kept abreast of modern scientific require- 
ments. 

It is by nosogeographic studies that the etiology 
and productive factors of many diseases have been 
learned. To the nosochthonography of China 
Jefferys and Maxwell have given much attention 
and their treatise brings out many interesting data. 
The incidence in China of certain of the with us 
more common surgical diseases presents striking 
features. 

Liver abscess “is decidedly a rarity among 
Chinese.” Appendicitis is likewise very rare. 

That an affection so common elsewhere should 
be so rare in China is attributable, one would say 
at once, to the difference in diet, and this conclu- 
sion becomes inevitable when we read that “in 
Shanghai it [appendicitis] is extremely common 
among foreigners and frequently seen in Chinese 
who keep a foreign table.” Again, that meat- 
eating plays little or no.rdle in the production of 
malignant growths would seem demonstrated by 
the fact that all varieties of neoplasm are quite 
common in China. Goiter “is probably found 
sporadically and in endemic areas,” 

Varicocele is met with but infrequently, while 
“hernia is more common in China among men 
than in probably any other country,” both among 
the laboring classes, “the life of many being more 
like that of beasts of burden than of men,” and 
among the upper classes (clerk, teacher, etc.), with 
whom “the most violent exercise consists of a stroll 
up the street.” In them “energetic movements are 
tare and unprepared for. The muscles are insuf- 
ficiently developed, fat predominates, or an atonic 
relaxation. . . .” 


The most common surgical affection in China, 
we take it, is vesical calculus, which is found pretty 
much all over the Empire. “China boasts 
at least two of the greatest stone-producing dis- 
tricts in the world—Kwangtung province . . : 
discovered by J. G. Kerr, and northern Anhuei 
‘ discovered by Samuel Cochran.” “Kid- 
ney, urethral and preputial stone are by no means 


infrequent in China.” 


+f: . The saccharine and bean-curd diet with lack 
of animal food, the impurity of the water, persistently 
taken hot, along with the low malarious locality and the 
degree of concentration of urine during a good period 
of the year, the farmer and laborer (constituting the 
great majority of the cases) working under the hot sun 
must be main elements. As Dr. Wang 
observes, ‘the gouty diathesis appears to have little to do 
with the prevalence of calculus, as gout is scarcely ever 
met with. C. Thompson. 


Jefferys and Maxwell present some statistics 
concerning various operations for bladder stone by 
various operators. “Dr. J. G. Kerr’s record for 
stone operations at Canton was 1,300, only ex- 
ceded by Sir Wm. Thompson.” Litholapaxy and 
perineal cystotomy, median and lateral, are per- 
formed frequently in China, but the authors con- 
sider the suprapubic extraperitoneal route the 
operation of choice in most cases, and, indeed, it is 
most often followed. With the transperitoneal 
route they are evidently unacquainted and, indeed, 
they give the impression that in most of their 
patients the bladder is much infected, for they 
greatly fear accidental tearing of the peritoneum. 
“Tf torn before the bladder is opened, the opera- 
tion should not be continued at the time.’ We are 
interested to note that in spite of the favorable 
statistics of litholapaxy in the hands of surgeons in 
India who are masters in the art of stone crushing, 
this operation is regarded by Jefferys and Max- 
well as unsafe for routine employment and _ best 
reserved for special cases—-W. M. B. 


Surgical Suggestions 


Sudden anuria may be the first symptom of a 
carcinoma of the cervix in an apparently healthy 
woman. 


In the presence of a smooth, hard, fixed and 
often tender abdominal tumor giving no character- 
istic symptoms, it is worth while to think of an ec- 
topic or fused kidney—especially if the mass be in 
the median line or near the pelvis. 
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Courvoisier’s law is rarely broken—enlargement 
of the gall bladder with pronounced, jaundice means 
neoplasm. 


When removing stones from the gall ducts don’t 
neglect to explore the hepaticus—with a probe or, 
better, a narrow blunt spoon. 


Rigidity of the muscles in the flank on deep pal- 
pation is as valuable a diagnostic sign as is rigidity 
of the anterior abdominal muscles. In the pres- 
ence of a urinary disturbance (e. g., anuria, pyuria 
hematuria) unilateral tenderness and rigidity in the 
loin are presumptive evidence of affection of the 
kidney on that side. 


Callus about a perforating ulcer of the foot is a 
trophic disturbance not dependent on pressure for 
its cause. 


Perforating ulcers and localized gangrenous 
processes in one or both feet, without other ob- 
vious cause (e. g. tabes, diabetes, obliteration of 
bloodvessels, frost-bite) indicate a careful exam- 
ination of the spine for an evident or concealed 


spina bifida. 


To perform gastrostomy upon a patient with 
esophageal obstruction, who can painlessly swal- 
low fluids is a needless, not to say, a cruel, operation 
—except as a preliminary to a more radical pro- 
cedure. 


An injection of bismuth paste may definitively 
close a troublesome empyema sinus. 


Persistent tachycardia should indicate a search 
for other evidences of hyperthyroidism. A goiter is 
not essential to the diagnosis. 


The .-ray shadow of a deposit in the subacro- 
mial bursa may easily be mistaken, by the inex- 
perienced, for that of a fracture of the tuberosity 
of the humerus. 


In an injury to the elbow gentle palpation and 
study of the relations of the bony landmarks—the 
olecranon, the condyles, the head of the radius—is 
very often quite sufficient to establish a diagnosis 
without painful manipulation. 


Surgical Sociology 


Ira S. Wile, M.D. 
Department Editor 


The dull season in medicine is at hand. The 
open season for accidents is about to begin. Mad 
March has the distinction of being the one month 
of the year that is shrouded with the maximum 
number of deaths. The daily average for March, 
1909, was 2,261 deaths. June, that rare month oi 
rays days, is the most healthful month of the year. 
During 1909 the daily average of deaths was 1,809. 

Whi-e a part of the summer mortality is gener- 
ally regarded as due merely to the high mortality 
among infants, adequate attention has not been 
given to the large number of fatalities due to the 
accidents arising from recreational pursuits such 
as swimming, boating, polo, baseball and the trau- 
matisms that arise during transportation, not to 
mention the percentage of minor injuries that are 
due to the exhilaration or enervation born of acute 
alcoholism. 

The fatalities by drowning during 1909 amounted 
to 0.6 per 100 deaths from all known causes. The 
deaths from railroad accidents and _ injuries 
amounted to 6,659, while even the recent automo- 
bile sent 632 human beings into the unknown world. 
The summer season is fraught with emergency calls, 
from the ordinary heat exhaustion and the lacera- 
tions attendant upon too much gunpowder, to the 
serious crippling of the workers in the fields, on the 
boats and trains, in the building industries and in 
the mines. 

Out of 210,507 deaths during 1909 of males im 
known occupations, 22,201, or 10.5 per cent., were 
deaths from accidents. The great economic loss 
may be better appreciated by considering the deaths 
from accidents during the active period of indus- 
trial efficiency that extends from the age of 25 to 
34 years. Accidents were the cause of 20.2 per 
cent. of the deaths reported among agricultural 
laborers in this age group. 

The percentage of deaths from accidents of all 
the deaths reported among the following types of 
workers between the ages of 25 years and 34 years: 


Per cent. 
Watchmen, firemen, policemen...... 21.1 
Boatmen and sailors.............. 31.8 
Steam railroad employes........... 67.9 
Carpenters and joiners............ 24.4 
Iron and steel workers............ 28.1 
Miners and quarrymen............ 61.3 


Physicians themselves during this age period 
suffered to the extent of 11.1 per cent. 

This high mortality from accidents is all the more 
astonishing when one contemplates the large num- 
ber of non-fatal industrial injuries and the fact that 
fully 50 per cent. of this type of injuries are pre- 
ventable. 

In the State of Minnesota from August 1, 1909, 
to July 31, 1910, there were reported 345 fatal and 
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10,832 non-fatal accidents. Mr. Frederick L. Hoff- 
man estimates that the annual mortality from acci- 
dents among the adult male wage-earners of this 
country is between 30,000 and 35,000, while the 
non-fatal accidents amount to little less than 
2,000,000 per annum. According to the figures of 
the German Jmperial Insurance Office, only 42.05 
per cent. of accidents are due to the inevitable risks 
of the trades. 

This country has failed to awaken to the enor- 
mity of its neglect of the workers. This fact is 
well shown by a contrast in a single industry, viz., 
coal mining. The number of men per 1,000 who 
were killed in coal mining was: In France, aver- 
age for 1901 to 1905, 0.91; in Belgium, 1902 to 
1906, 1.0; in Great Britain, 1902 to 1906, 1.28; 
while in the United States, 1902 to 1906, it was 


.39. 

If the major part of the injuries of workers is 
preventable, what can be at fault? Long hours, 
speeding, lack of safety devices, poor systems of 
warning signals, inadequate factory inspection, lack 
of fire drills and fire equipment, physical infirmities 
of employes at unsuitable work, lack of polyglot 
signs of warning, carelessness of over-sure em- 
ployes and negligent oversight on the part of em- 
ployers. But fundamental is the failure of the 
public to appreciate that industrial workers are 
being sacrificed, and that in industrial slavery men 
are merely chattels to be thrown upon the social 
waste pile after life has been beaten out of them. 

The glorious Fourth of July is again nearing, 
and municipalities are beginning their campaigns of 
education of the public to an intelligent manner of 
celebrating the day. During the’ past four years, 
the noisy ceremonies with cannons, pistols, gun- 
powder and cannon-crackers have caused the death 
of 673 persons and the injury of 17,592 persons. 
This sounds more like the record of a war than 
the peaceful celebration of the establishment of this 
Republic. Through the widespread appreciation of 
the necessity of more sane festivities, the injuries 
during 1910 were reduced from 5,091 in 1909 to 
2,792, while the cases of tetanus dropped from go 
in 1909 to 64 in I910. On with the dance and 
pageant, march and game; let joy be unconfined 
in every city and town and hamlet, but let the spirit 
of life preside over-the functions rather than the 
emissaries of Mars and Gabriel! 

With the advent of the warm weather the prob- 


lem of being comfortable in a hospital takes on es- 
pecial interest for prospective patients. Taking 
hospitals, as a whole, the question of summer care 
of patients has not had much attention given to it. 
With open windows, the necessity of keeping out 
the dust and insects demands attention. Adequate 
screening and the use of vacuum cleaners are al- 
most imperative in a well-regulated institution. 
The adoption of especial methods of keeping the 
air in motion would be of value in promoting the 
comfort of the bed-ridden patients. Water curtains 
or some other device for cooling the air in hospital 
wards would be a great boon, and would help to 
sustain the vitality of many persons susceptible to 


prostration by high temperatures. The comfort of 
the patient means also a better chance to get well 
without a prolonged convalescence. 

In small cities there is little reason for not estab- 
lishing an open-air ward in tents in the yard space 
that is usually available. The utilization of the 
roofs of the large modern hospitals would give 
cooler air for patients at night time when sleep is 
difficult in the close wards. Some hospitals take 
advantage of fire escapes for the general day airing 
of patients, though it is a doubtful procedure to 
load up corridors of safety with beds and chairs 
.that might impede progress in the event of a real 
occasion to use the fire exists. 

Convalescent homes are particularly serviceable 
during the heated term and the general health of 
the community will be enhanced by the more fre- 
quent use of the available institutions for the re- 
cently confined mother, the under-nourished child, 
or the weakened wage-earner after the surgeon has 
attended to the immediate acute symptoms for 
which hospital care was required. 

From the standpoint of economy and hospital 
routine in arranging for the comfort of patients, it 
may be difficult to make special arrangements for 
the summer months, but from the point of view 
of efficiency in restoring strength and courage, the 
endeavor to promote the welfare of the patients 
would be meritorious on the part of the hospitals. 


Book Reviews 


The Experimental Chemotherapy of Spirilloses (Syph- 
ilis, Relapsing Fever, Spirillosis of Fowls, Fram- 
boesia.) By Paut Enruicn and S. Harta, with Con- 
tributions by H. J. Nicuors, New York; J. Iverson, 
St. Petersburg; Birrer, Cairo; and Dreyer, Cairo. 
Translated by A. Newsorp and revised by Rosert W. 
Fevxin, M.D., F.R.C.S., etc., late lecturer on Tropical 
Diseases, Edinburgh Medical School. Octavo; 181 
pages; 34 tables in the text and 5 plates. New York; 
ResMan Co., 1911. Price, cloth, $4.00. 

It is safe to state that there would have been far fewer 
errors in the use of Salvarsan, and much clearer under- 
standing of the principles underlying this variety of chem- 
otherapy if this book had been published in English at an 
earlier date. For all the steps by which Ehrlich and his 
associates finally reached their goal as well as all the 
practical precautions to be taken in the administration of 
Salvarsan are described here in great detail. 

The earlier stages of the work were particularly con- 
cerned with the experiments with the spirillum of re- 
lapsing fever: First, the attempt to obtain a specific chem- 
ical action by means of dye-stuffs, and, later, the use of 
variously combined arsenic compounds in order to eradi- 
cate the spirilla of relapsing fever. The disease known as 
spirillosis of fowls offered itself as a favorable opportu- 
nity to test the chemotherapy of dyes and of arsenic com- 
pounds upon animals; and very striking results were ob- 
tained in this field-of animal experimentation. The third 
stage of the work dealt with syphilis in rabbits. Various 
dyes and their various arsenical derivates were injected 
until, finally, the combination was found that resulted in 
the most prompt, the most effectual influence upon the 
spirochetis and the syphilitic lesions of rabbits. 

Nichols, Iverson, Bitter and Dreyer contribute chap- 
ters describing their experiences with Salvarsan in the ani- 
mal organisms, the subject of syphilis and in the chem- 
otherapy of relapsing fever. 
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Ehrlich writes the concluding chapters dealing largely 
with the practical points connected with the administra- 
tion of Salvarsan. 

It is needless for us to call attention to the great im- 
portance of this translated work of Ehrlich and his school. 


A Text-Book of Surgical Anatomy. By WiLLIAM FRaN- 
cis CAMPBELL, M.D., Brooklyn, N. Y., Professor of 
Anatomy, Long Island College Hospital ; Attending 
Surgeon to the Methodist, Episcopal, Swedish and 
Bushwick Hospitals; Consulting Surgeon to the Ja- 
maica Hospital. Second Edition. Duodecimo; 675 
pages; 319 original illustrations. Philadelphia and 
London: W. B, Saunpvers Company, 1911. 

The fact that the first edition was exhausted in a short 
space of time indicates that there has been a demand for 
this book. It is intended for the student and the practi- 
tioner, and is eminently practical in its scope. The work 
lies midway between the publications for elementary 
students and the exhaustive treatises intended for special- 
ists. We believe that the author will enhance the value 
of his work by omitting the descriptions of surgical dis- 
ease that are scattered throughout the book. The artist 
is to be commended upon the uniform excellence of the 
numerous illustrations; some of these illustrations, how- 
ever, might be omitted, especially when several drawings 
are for practical purposes identical (that on page 174 and 
on page 244, for example). 


Vaginal Celiotomy. By S. Wytiis Banoier, M.D., Ad- 
junct Professor of Diseases of Women, ‘Post- 
Graduate Medical School and Hospital. Large oc- 
tavo; 450 pages; 148 original illustrations. Philadel- 
phia and London: W. B. Saunpers Co., ; 


In this book the author describes the methods of pos- 
terior and anterior vaginal celiotomy, simple vaginal 
hysterectomy, operations for diseases of the adnexa, 
myomectomy and hystero-myomectomy and vaginal Ce- 
sarian section. The illustrations occupy our chief atten- 
tion, the text acting as a running commentary. These il- 
lustrations are somewhat more schematic than those ap- 
pearing in Wertheim and Micholitsch’s work on vaginal 
operations, but as they are nevertheless true to nature 
and beautifully executed, they fulfill their purpose admir- 
ably. In numerous instances the pictures are supplied 
with almost too lavish a hand, and repeatédly reference to 
previous figures might have been substituted without loss 
of efficiency (Figs. 5 and 96, 59 and 74, 61 and 75). 

Bandler’s book pays particular attention to the cure of 
cystocele, rectocele and prolapse. He practices an inordi- 
nately high amputation of the cervix, which in case of 
failure of primary union may be followed by severe 
hemorrhage or serious infection of the pelvic connective 
tissues. 

This volume will prove an excellent guide in the per- 
formance of vaginal operations. 


A Radiographic Atlas of the Pathologic erpor of 
Bones and Joints. AMEp&E Grancer, M.D., Lecturer 
on Radiology and Electro-physics, New Orleans Poly- 
clinic; Physician-in-Charge of the X-ray Department 
of the Charity Hospital, etc. Quarto; 206 pages; 78 
half-tone plates. New York: THe A. L. CHATTERTON 
Co., 1911. 

After presenting a series of photographs of -+-ray 
plates of the normal bones and joints, the author groups 
the pictures of the pathological conditions of these bones 
and joints under several headings: osteomyelitis, bone 
tuberculosis, sarcoma, syphilis, rickets, scurvy, exostoses, 
ankyloses, fractures, dislocations, foreign bodies. 

We find much to criticize in this book. Many of the 
reproductions are indistinct, so that the author’s word 
must often be taken for things that are not clearly seen. 
This is especially true of plate XXIII and of plate XLIV. 
Plate XXXI is said to be one of syphilitic gummata of 
the muscles of the thigh—one deep shadow is to be seen 
which is not, to us, demonstrable as a syphilitic lesion. 

The skull, thorax and vertebral column are omitted 
from the author’s consideration. 


Enlargement of the Prostate. Its Treatment and 
Radical Cure. C. Mansett M.D., Oxon., 
F.R.C.S., Vice-president of the Royal College of Sur- 
geons, Consulting Surgeon to the London Hospital, 
etc., etc. Fourth edition. Small octavo; 176 pages. 
P. Biaxiston’s Son & Co., 1911. Price, 


This well known little work represents the author’s 
great experience in the treatment of enlarged prostate. The 
book is eminently a practical one, devoting comparatively 
little space to theoretical or pathological considerations. 
It contains all that one need know concerning the sub- 
ject, quite up-to-date in all respects. We believe that 
some space might well have been devoted to the diagnos- 
tic value of posterior urethroscopy in certain cases of 
suspected enlargement of the prostate. The question of 
perineal versus suprapubic prostatectomy is fairly pre- 
sented; Moullin inclines toward the perineal operation. 

The author’s lucid and attractive style makes his book 
interesting reading. It is furthermore crowded with a 
wealth of information, gleanings from his long expe- 
rience with the disease. The volume is of great value to 
anyone who takes an intelligent interest in enlargement 
of the prostate. 


The International Medical Annual. A Year Book of 
Treatment and Practitioner’s Index. 1911, Twenty- 
sabe Year. New York: E. B. Treat & Co. Price, 

No extended review is necessary of this standard an- 
nual, grouping the year’s advances in medicine and sur- 
gery under appropriate titles. As in the previous issues 
of this work the collaborators have evinced the greatest 
impartiality and care in the difficult matter of chosing 
material worthy of publication. We feel that great credit 
must especially be given to Fenwick, who has not only 
reviewed the progress in genitourinary diseases in the past 
year but has also applied his personal opinions and a 
keen analytical style that greatly enhances the value of 
his text. 

But one innovation has been made by the editor which, 
we believe, must add to the value of the volume. To 
quote from the introduction: “We have indexed the mat- 
ter in the first part of the volume which refers to thera- 
peutics, under the name of diseases in the Dictionary of 
New Treatment. This will prevent the reader missing 
any new remedy or particular form of treatment which 
has not yet found its way into general use. We propose 
to make this arrangement permanent.” 

The volume is well illustrated. 


Landmarks and Surface Markings of the Human Body. 
By L. Batrre Rawtiine, M.B., B.C. (Caut.), F.R.C.S. 
(Eng., Surgeon with charge of Out-patients, Dem- 
onstrator of Practical and Operative Surgery, Late 
Senior Demonstrator of Anatomy at St. Bartholo- 
mew’s Hospital, etc. Fourth edition. Illustrated. 
Octavo; 96 pages; 31 plates. New York: Paut B. 
Hoexer, 1911. 

The work practically consists of a large number of 
illustrations, the text merely serving the purpose of ex- 
planatory notes. The illustrations are nearly all full page 
in size, either photographs or shadow pictures, upon which 
the important landmarks are clearly represented. We 
have noted no errors or important omissions and in our 
opinion the book fulfills its purpose admirably. 


Vicious Circles in Disease. By Jamirson B. Hurry, 
, M.D. (Cautah.) Ex-president Reading Patho- 
logical Society. Duodeecimo; 186 pages; illustrated. 
Philadelphia: B. BLaxiston’s Son & Co., 1911. 
While the compilation of all the known forms of vi- 
cious circle in disease into a monograph may be regarded 
as an interesting intellectual feat, we cannot see that its 
practical value is equivalent to the labor expended. In 
the vast majority of the diseases in which vicious circle 
occurs, the phenomenon is obvious. Curiously, the one 
condition in which the cause of vicious circle is in doubt, 
—after gastro-enterostomy—is not even mentioned. 
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The Blues (Splanchnic Neurasthenia). Causes and 
Cure. By Apert Asrams, A.M., M.D., F.R.MLS. 
Fourth edition, Duodecimos; 285 pages; New York: 
E. B.. Treat AND COMPANY, IQII; $1.50. 

The subject matter of this volume has not been changed 
save for thé addition of ten pages in the appendix for the 
purpose of presenting some views of the author regarding 
the value of concussion and sinusoidalization of the 
splanchnic nerves. Stress is placed upon the determina- 
tion of areas of dulness by percussion as indicative of 
the accumulation of blood in the abdominal bloodvessels. 
In conclusion, though without any special relevancy, 
Abrams describes how the volume of the liver may be 
reduced by using the yertebral reflexes. The blues are 
merely the result of congestion of the intraabdominal 
veins and Abrams endeavors to conceal the easiest way to 
cure with a strange assortment of reflexes that are really 
all his own. The general discussion of neurasthenia is 
satisfactory and is sufficient to warrant commendation of 
the volume despite the reflex feelings it engenders. 


Hughes’ Practice of Medicine, including a section on 
mental diseases and one on diseases of the skin. Tenth 
edition, revised and enlarged by R. J. E. Scorr, M.A, 
B.C.L., M.D. Duodecimo; 887 pages, 63 illustrations. 
Philadelphia: P. BLaxiston’s Son & Co., 1911. $2.50. 

To have reached a tenth edition is a testimony of value 
that few books receive. The new edition has been thor- 
oughly revised, and enlarged by the addition of many 
new sections, amounting to almost a hundred pages of the 
text. The manner of treatment of the contents is wholly 
in accord with modern science. As an epitome of prac- 
tice this manual has a most useful field, laying especial 
stress upon diagnosis and treatment. 


Books Received 


Litora Aliena. By Mepicus Perecrinus. Reprinted 
from the Boston Medical & Surgical Journal. Oc- 
tavo; 78 pages. W. M. Leonarp, publisher, Boston, 
Mass. Price 50 cents. 


The General Practitioner as a Specialist. A Treatise 
devoted to the Consideration of Medical Specialties; 
a Guide to the Development of Office Practice. By 
Jacos Drssincer ALsricHt, M.D. Fourth Edition, 
revised, enlarged and illustrated. Octavo; 467 pages 
Philadelphia: Published by the author, 1911. 


New and Non-official Remedies, 1911. Containing De- 
scriptions of: the Articles Accepted by the Council 
on Pharmacy of the American Medical Association 
ote to January 1, 1911. Duodecimo; 282 pages. 

hicago: Press oF THE AMERICAN Mepicat Assoctia- 
TION, 1911. 


Pattee’s Handbag Diet Book, consisting of Measures 
and Weights, Recipes and Hospital Dietaries. Re- 
printed from Pattee’s Practical Dietetics with refer- 
ence to diet in disease. Sixth edition. 
non, N. Y.: A. F. Patree. 


Large Fees and How to Get Them. A Book for the 
rivate Use of Physicians. By Atpert V. Harmon, 
M.D. With Introductory Chapter by G. Franx Lyps- 
ton, M.D. Duodecimo; 218 pages. Chicago: W. J. 
JACKMAN, 


1,000 SURGICAL SUGGESTIONS. 

Practical Brevities in Diagnosis and Treatment. By 
Wa ter M. Brickner, B.S., M.D., New York. Adjunct 
Surgeon Mount Sinai Hospital; Editor-in-Chief Ameri- 
can Journal of Surgery. With the collaboration of Ext 
MoscnHowiTz, M.D.; JAmMes P. Warpasse, M.D.; Harotp 
Hays, M.D., and Harotp Neunor, M.D., New York, 
Associate Editors American Journal of Surgery. Fourth 
American Edition. Duodecimo; 227 pages. New York: 
Surcery PusiisHinc Co., 1911. Price $1.00. 


Mount Ver-. 


Progress in Surgery 


A Résumé of Recent Literature. 


Serodiagnosis of Trichinosis. (Die Serodiagnostik der 
Trichinosis.) H. Erlangen. Muenchener 
Medizinische Wochenschrift, March 28, 1911. 

Serodiagnosis of ecchinococcus has been only partially 
successful as other tenial infections may give a positive 
reaction. The author has employed the now familiar com- 
plement fixation test to trichinosis. He obtained his ex- 

tract (antigen) by mincing trichinous meat and then di- 

gesting the muscle with pepsin. The small mass of isolated 

trichinae could then be collected. In rabbits fed with 

trichinous meat a positive reaction was obtained within 10 

weeks. Three human cases of trichinosis showed the re- 

action, although 1% years had elapsed since the acute 
attack. This method may prove of use in the recognition 
of obscure cases. 


Etiology and Prophylaxis of Uterine Myoma. (Ante- 
flexion as an Etiological Factor.) (Zur Atiologie und 
Prophylaxe der Uterusmyome, anteflexio uteri als atiol- 
ogischer moment.) Dm. v. Ort, St. Petersburg. 
Zentralblatt fiir Gynakalogie, March 25, 1911. 

The author has noticed that patients suffering from ante- 
flexion and sterility (often also dysmenorrhea) are espe- 
cially subject to myomata. This was particularly evident 
in cases which he had watched for 10 or 15 years. Not 
only is the cervix long and conical, but a firm band of 
connective tissue runs in the anterior fornix. The left 
sacrouterine ligament is commonly short. These factors 
are due to infantile development. The position of the 
fundus causes the bloodvessels at the cervix to be com- 
pressed anteriorly and to be stretched (likewise producing 
narrowing of the elumen, posteriorly. The resulting con- 
gestion causes fibrosis and myoma formation (arising from 
the muscle fibers of the arteries). 

v. Ott, therefore, proposes to operate upon these patients 
prophylactically. He amputates the cervix, severing the 
above-mentioned scar in the anterior fornix. Vaginal 
massage assists in improving the circulation. About one- 
third of all cases are also relieved of their sterility. 


Sacro-Iliac Relaxation; With Analysis of Eighty-four 
Cases. R. O. MetsensacH, Buffalo, Surgery, Gyne- 
cology and Obstetrics, May, 1911. 

The sacro-iliac joint is a true joint. Relaxation of the 
pelvic girdle is often due to passive congestion (pregnancy, 
menstruation). When the ligaments relax the joints yield 
to the strain. If the lumbar curve is interfered with (pen- 
dulous abdomen, etc.), the sacrum is gradually displaced. 
The neighborhood of large nerves and ganglia causes early 
symptoms. Meisenbach classifies the cases into traumatic 
(usually unilateral) and secondarily traumatic from poly- 
arthritis; general debility (after infectious diseases, lipo- 
matosis) ; secondary to uterine trouble (pelvic congestion), 
and neurotic (highstrung individuals who lead an active 
life and whose musculature does not readily relax). 

Diagnosis and #-ray diagnosis are discussed. Treat- 
ment consists in reducing the sacrum to its correct position 
(hyperextension) and keeping up the exaggerated position 
by plaster jacket, Osgood brace, etc. Flat foot requires 
correction. It is important to realize that many sciaticas 
and backaches are due to slipping of the sacro-iliac joints. 
Faulty attitude and flat foot may predispose toward sacro- 
iliac strain. 


The Prognosis and Treatment of Septic Abortion. 
(Zur Prognose und Behandlung des Septichen 
Abortes.) G. Winter, K6nhigsberg. Zentralblatt fiir 
Gyndkologie, April 15, 1911. 

Winter has studied the question by observing 100 conse- 
quentive cases with careful bacteriological examination. 
There were 13 deaths from infection; 4 pyemias (not 
fatal) ; 1 peritonitis (not fatal) ; 18 parametric exudates; 
10 endometritides, and 54 normal. Forty-three cases 
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showed streptococci (hemolytic in 20 cases). He noticed 
that in those cases in which active interference was used 
the mortality and severe complications were increased. 
This led him to study the effect of non-interference even 
in long protracted cases of incomplete septic abortion. It 
was found that except for mild symptoms of intoxication, 
no harm resulted, and that, especially in the presence of 
hemolytic streptococci, delay greatly benefited the patient. 
To obtain a culture it is merely necessary to use the ordi- 
nary Loeffler throat culture tubes, taking the secretion 
from the lower part of the vagina. The bacteriologist 
can report in 24 hours. He formulates his ideas as fol- 
lows: 

1. As soon as fever develops in a case of abortion take 
vaginal cultures. Then disinfect the vagina and remove 
all vaginal coagula, etc. 

2. The culture should be examined particularly for 
hemolytic streptococci. 

3. If the cultures show complete absence of (or very 
few) shemolytic streptococci in combination with many 
saprophytes, emptying of the uterus through a patulous 
cervix is not contraindicated. If the cervix is rigid, for- 
cible dilatation is not necessary. 

4. If the culture shows pure hemolytic streptococci, all 
intrauterine manipulation is strongly contraindicated. If 
severe themorrhage absolutely necessitates interference 
first render the uterus as free from bacteria as possible 
by prolonged irrigation, then empty manually. The curette 
is strongly contraindicated. Periuterine inflammation con- 
traindicate interference. 


The Treatment of Joint Infections by Aspiration and 
Injections of Two Per Cent. Formalin in Glycerine. 
CiarENcE L. Potey, Northwest Medicine, March, 1911. 


This comparatively new treatment depends upon the 
stimulating and healing powers of formaline. Osteomye~ 
litic cavities can be plugged with gylcero-gelatine plugs of 
one or two per cent. strength. 

Synovial, cartilaginous and osseous ankylosis follows 
many types of arthritis and especially the suppurative type 
of which the hematogenous variety is the most severe. To 
prevent ankylosis in all types of arthritis, accumulations 
of fluid under pressure are aspirated early and two per 
cent. formaline in glycerine is injected. Extension by 
weight and pulley keeps the ends of the bones separated 
and immobolizes the parts in the most useful position, 
should ankylosis result. The best results were obtained 
in acute and subacute inflammations. Tuberculous syno- 
vitis gave excellent results. 

To each ounce of glycerine ten drops of formaline are 
added. The mixture should be kept in a sterile container 
and should not be over 24 hours old when used. Before 
injection of a joint the extension apparatus should be 
adjusted. The joint is to be painted with two coats of the 
tincture of iodine. With the patient anesthetized the as- 
pirating needle is inserted into the joint. Free motion of 
the needle indicates that the cavity has been entered. The 
fluid is aspirated and the needle is clamped while the 
aspirating syringe is removed and the injecting needle 
attached. The formaline-glycerine is injected until the 
joint is completely filled. Equal distribution of the solu- 
tion may be secured by flexion, extension and massage. 
On the second day a diffuse hyperemia occurs that may 
be controlled by an ice bag. On the fourth day the swell- 
ing begins to recede. The extension apparatus may now 
be removed daily and the joint massaged. Swelling, pain 
on passive motion and inflammation are the criteria for 
succeeding injections. The interim is usually ten to four- 
teen days. Two injections are often sufficient, though 
five may be required. 


Radiographic Studies of Gastroenterostomy. (Die Gas- 
troenterostome im Roentgenbilde.) Fritz HAERTEL, 
— Deutsche Zeitschrift fiir Chirurgie, April, 

These studies are based upon 22 cases of gastroenter- 
ostomy for various benign lesions of the stomach. The 
material was gathered from Bier’s Clinic, the examina- 
tions extending over a period from a few months to three 


years after operation. Thus the permanent results of gas- 
troenterostomy could be estimated. Haertel classifies his 
material into three groups: 1. Pyloric ulcer, pyloric sten- 
osis, duodenal ulcer, duodenal stenosis. 2. Ulcer of the 
middle portion of the stomach, hour-glass stomach. 3. 
Benign disease of the stomach without stenosis and with- 
wafers discovery of an ulcer (gastrectasia, perigastritis, 
etc. 

Although the gastroenteric stoma has never been found 
(by Haertel in his x-ray plates) to functionate as well 
as the normal pylorus—its action is comparable to the 
auriculoventricular opening in initial insufficiency—it is 
in cases of pure pyloric or duodenal stenosis that the stoma 
acts best. Here the tone of the gastric musculature im- 
proves, even in instances of long standing secondary gas- 
trectasia, and thus in large measure overcomes the insuf- 
ficiency of the artificial stoma. The author could radio- 
graphically prove the well known clinical observation that 
the distant prognosis of gastroenterostomy depends in 
great part upon the indication for the operation. 

The operative indication for gastroenterostomy, the 
mechanism of the emptying of the stomach, and the prog- 
nosis of the operation therefore go hand in hand. Nu- 
merous illustrations illuminate ethe author’s text, making 
his whole article a very interesting one. 


Metallic Lead, Its Toxicity when Retained in the Body 
in Instances of Bullet Wounds. (Das Toxische 
Verhalten von Meiallischem Blei and Besonders von 
Bleigeschossen im Thierischen Koerper.) L. Lewin, 
— Archiv fiir Klinische Chirurgie, Vol. 94, Part 


IV. 

In 1892 Lewin called attention to the danger of lead 
poisoning in individuals in whom leaden bullets have been 
lodged. The subject has not received widespread recog- 
nition, however. By a series of chemical studies Lewin 
demonstrates the toxic chemical action of lead retained in 
the animal organism, the chief deleterious effect being 
upon the liver. 

According to the author, the reason for the scarcity of 
reports of lead poisoning from the source in question 
depends upon the very varied symptoms and manifesta- 
tions of this type of plumbism. So impressed is Lewin 
with the danger of lead poisoning from retained lead 
that he strongly advocates the removal of projectiles even 
when they have been embedded for considerable periods 
without any untoward manifestations. Foreign lead 
should of course always be removed, wherever accessible, 
in all cases in which there are any symptoms of plumb- 
ism. 


An Etiological Factor in the Causation of Colic in 
Instances of Non-Calculus Cholecystitis. (Sur 
un Point de Pathogenie Daus Quelques Formes de 
Cholecystite non Calculeuse.) S. Sorter, Sienna. 
Revue de Chirurgie, April 10, 1911. 

A young woman came under the author’s observation 
suffering from recurring attacks of cholecystitis after 
typhoid fever. Cholecystostomy was performed. An ulcer 
of the mucous membrane was found, but the striking fea- 
ture was the presence within the gall-bladder of a large 
firm blood clot. After operation the patient was seized 
with a number of attacks of colic, in each of which pro- 
fuse fresh bleeding occurred from the interior of the gall- 
bladder. Solieri believes that he was dealing with an early 
stage of post-typhoid cholecystitis. He concludes that bil- 
iary colic may result not only from the attempts at ex- 
pulsion of pus, bile, or a mixture of the two, but also 
from the presence of blood within the gall-bladder. 


Phlegmon of the Wall of the Stomach in Its Subacute 
tage; Report of Cure After Resection. (Ueber 
Magenwandphlegmone im Subacuten Stadium, und 
Eine Heilung Durch Magenresection.) Fritz Koenic, 
Greifswald. Deutsche Medizinische Wochenschrift, 
April 6, 1911. 
The violent, acute stage of phlegmon of the stomach 
may subside into a subacute stage. It was in such a 
stage that Koenig operated upon a woman whose physi- 
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cal examination showed that a local, progressive, destruc- 
tive lesion persisted. An atypical resection of the gastric 
wall surrounding the lesion resulted in complete cure. 
From an examination of the removed lesion it could 
readily be seen that no palliative measure, such as gas- 
troenterostomy, would have sufficed. The involved por- 
tion of the stomach was converted into a soft tumor-like 
mass, microscopical examination demonstrating widespread 
suppuration. 


The Technique of Intestinal Suture. The Continuous 
Invaginating Suture in Enteroanastomosis. (Zur 
Technik der Darmnaht; die fortlaufende Einstiil- 
pungsnaht bei der Enteroanastomose.) V. SCHMIEDEN, 
Berlin, Zentralbatt fiir Chirurgie, April 15, 1911. 

In invaginating the mucosa by the ordinary methods of 
suture, it is difficult to prevent small masses of mucosa 
from pouting beyond the suture line. Schmieden has ob- 
viated this by passing the suture from the mucosa out- 
ward through all the coats of the intestine, instead of 
from without in, as in the usual way. 


On the Indication, Technique and After-Treatment of 
“Linear Amputations” (Kausch). (Bemerkungen 
sur Indikation, Technik und Nach-Behandlung der 
“lineadren Amputation” (Kausch.) W. v. O£TTINGEN, 
ere Berliner Klinische Wochenschrift, April 24, 


By “linear amputation” is meant a simple straight divi- 
sion of all the tissues whereby they lie in one plane. This 
method, first described by Celsus, was revived by Kausch 
as a life-saving measure in cases of rapidly spreading dia- 
betic gangrene. Oéettingen is an earnest advocate of this 
procedure and recommends it also in all septic processes 
and in severe mutilations that are excessively contami- 
nated. The advantages of the method consist, first, in 
the rapidity with which the operation can be done, and 
second, in perfect drainage of the infected lymphatics. 
As regards technique, the author advises that the site of 
amputation be manipulated as little as possible; disinfec- 
tion by scrubbing should be avoided, and instead of the 
Esmarch bandage, bleeding should be controlled by digital 
compression of the femoral artery. The after-treatment 
is important. In order to bring the soft tissues over the 
cut surface of bone, extension of the skin and muscles 
should be instituted as early as possible after the opera- 
tion. v. Oettingen describes a number of ways in which 
this may be done. 


Tubercular Bursitis, SypNey M. Cone, Baltimore. Johns 
Hopkins Medical Bulletin, May, 1911. 

Cone reports two cases, one of tuberculosis of the sub- 
deltoid, the second, of the prepatellar bursa. There was 
nothing pathognomonic of tuberculosis in either case, 
and the diagnosis was made by the presence of rice bodies 
within the excised sac and by the microscopic examina- 
tion. The author deals extensively with the pathology 
of bursal tuberculosis and especially of the formation of 
rice bodies. g 


The Therapy of Pyelitis Gravidarum. (Zur Therapie 
der Pyelitis Gravidarum.) N. Markus, Breslau. Ber- 
liner Klinische Wochenschrift, April 24, 1911. 

Based on the theory of Opitz that the pyelitis of preg- 
nancy is due to compression of the right ureter by the 
enlarged uterus, Markus reports two cases in which the 
condition was cured by the simple method of lying on 
the left side. The symptoms and the urine cleared up 
in both cases within two weeks. 


Secondary Efforts to Hasten Healing After Mastoid- 
ectomy. H. O. Rei, Baltimore, Boston Medical and 
Surgical Journal, March 23, 1911. 

Reik has been practising primary and secondary suture 
of the mastoid wound for the past five years. After pri- 
mary suture he reports 75% successes. The technique 
merely consists in light curetage of the granulations, 
freshening of the skin edges and suture. The mastoid 


cavity is filled with blood clot from the subcutaneous tis- 
sues. Of course asepsis is essential. The method has the 
manifest advantage that it saves four weeks of healing. 


Some Etiologic Factors and Treatment of Furunculosis. 
GasKILL, Philadelphia, Journal American Medi- 
cal Association, April 15, 1911. 

Gaskill says the average case of furunculosis under 
proper antiseptic condition will cure itself in from one 
to four months, but any method that will give relief in a 
few days is, of course, welcome to the practitioner, to say 
nothing of the patient. He enumerates the usual causes 
of the condition and says that the urine should always 
be carefully examined for albumin and sugar and the 
patient warned against any predisposing or exciting fac- 
tors. When there is no constitutional cause found, he rec- 
ommends the following line of treatment. The end of a 
wooden applicator is sharpened to a fine point, wrapped 
with a small piece of raw cotton and dipped into pure 
phenol. This is inserted carefully where pointing occurs, 
held for a few seconds to allow the phenol to produce 
its anesthetic effect and then very gently pushed into the 
cavity, extreme care being used not to injure any limiting 
membrane or puncture a blood vessel. After an opening 
has been made sufficient for drainage, an ointment ot 
salicylic acid, from 40 to 60 grains to the ounce of petro- 
latum, is to be applied twice daily. At the same time the 
first injection of staphylococcus vaccine is to be used, 100,- 
000 to 1 cc, and after four days the second injection 
of 250,000. The subsequent injections, usually two, should 
be of 1,000,000, and a week apart. He prefers to inject 
in the loose cellular tissue between the scapulz and to pre- 
cede it by dry cupping to cause a more rapid absorption. 
He has always used stock vaccines with satisfaction, and 
is a little dubious as to the greater value of autogenous 
ones. Four cases are reported and he ends his paper with 
the following conclusions: “Furunculosis, showing no 
causative factor in any kidney complication, can be suc- 
cessfully treated by being opened with a sharpened cotton 
applicator dipped in phenol, with injections of polyvalent 
staphylococcus vaccines and by applications of salicylic 
acid ointment from 8 to 15 per cent. strength. The inabil- 
ity of the physician to prepare autogenous vaccines on ac- 
count of lack of time, laboratory facilities and experience, 
makes the stock vaccines prepared by reliable firms a much 
more desirable method of procedure in the average case. 
The pain on opening a furuncle is much less than with 
the knife, as phenol is slightly*anesthetic. The reaction 
is very slight after the first injection and is lessened by 
use of the dry cup. It is not necessary to record the 
index; the dose may be regulated by the clinical manifesta- 
tions. 


Potassium Permanganate as a Hemostatic. L. BucKLE, 
New York, Journal American Medical Association, 
April 29, 1911. 

Buckle reports a case of excessive hemorrhage after the 
rite of circumcision had been performed on the eighth 
day after birth, in which the ordinary treatment with 
styptics failed to control the bleeding. The child became 
so pale and weak from the loss of blood that its parents 
took it from the hospital to die at home. Having in a 
former experience observed the good effects of potassium 
permanganate in powder when applied to persistent capil- 
lary oozing from small cuts, Buckle ventured to use it 
in this case, with the result of immediate checking of the 
bleeding and no recurrence. The action so promptly ot 
the potassium permanganate was a surprise to him, and, 
while not enthusiastically recommending it for such cases, 
he thinks the success in this case merits its publication. 
The child was not a hemophiliac, for a deep cut in the 
forehead caused ‘by a fall, three months later, gave no 
trouble at all and healed well. 


Treatment of Acute General Peritonitis. A. D. BEVAN, 


Chicago, Journal of the American Medical Assocta- 
tion, April 22, 1911. 

The history of the modern surgical treatment of acute 

general peritonitis is reviewed by Bevan, and the various 
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methods are briefly described. The treatment outlined 
by Noetzel (Bruns’ Beitrége, 1905), advocating careful 
and rapid operation, removal of existing pus with irriga- 
tion and of the cause of suppuration or closure of any 
leaks, drainage, stomach washing, rectal injections of nor- 
mal salt solution, and withholding of morphine if possible, 
comprises, he says, plus the Fowler position, the modern 
treatment most generally adopted. About the same time 
Murphy formulated the technic that goes under his name, 
which covers the same point in the main, and, in addition, 
gives the intestines a rest by withholding liquids and foods 
given by the mouth. He quotes Le Conte, who says that 
the advocacy and adoption of this method has accomplished 
a great deal of good. Bevan discusses the treatment under 
four heads: 1. The saline cathartic treatment advocated 
by Tait, which is really of value, not for peritonitis, but 
for one of its common results, paralytic ileus. 2. The 
rest and starvation treatment of Ochsner, which is of 
value, not in general peritonitis, but in local peritonitis, to 
prevent its becoming general, and also in the management 
of a case of peritonitis after operation. 3. Blake’s opera- 
tive treatment shows the power of the peritoneum to pro- 
tect itself against pus infection. 4. The Murphy method, 
which emphasizes the importance of tubular drainage and 
condemns irrigation of the peritoneal cavity, insisting, how- 
ever, On continuous irrigation of the rectum with normal 
salt solution and the extreme Fowler position, is largely 
employed in this country, and the remarkable results ob- 
tained by Murphy are strong recommendations. He thinks 
that all these methods have their use in certain cases, and 
offers a fifth one, which he considers the best combination 
of all the essentials. He emphasizes the importance of 
early diagnosis, at least within the first twelve hours, if 
we are to expect good results from surgical treatment. 
t is a mistake, he thinks, to operate on patients evidently 
in extremis. . The normal anesthetic in proper cases for 
operation is drop-ether, unless the patient is in very bad 
condition but with no heart lesion, when nitrous oxid 
should be employed. The first incision should be over the 
suspected focus and the perforation or leak must be 
handled so as absolutely to prevent any further leaking. 
He is very insistent on this point. It is only in extremely 
difficult cases, in which the incision and insertion of a 
drain is all the patient can endure, that any exception to 
this can be made. Another most important thing is the 
ascertaining whether the peritonitis is local or general, and 
he uses for this a female glass catheter. If there is free 
pus widely disseminated, he believes in its removal by 
irrigation. Rubber tubes, he says, should never be used 
for drainage, at least unprotected ones. Cigarette drains 
he considers much to be preferred, and the dressing should 
be moist, and not wet, with hot boric acid solution, and 
should be changed at intervals of from six to twelve 
hours, according to the amount of discharge. The Fowler 
sosition, while of much value, has, he thinks, been used 
sometimes to the discomfort and disadvantage of the 
patient. All the possible benefit, he thinks, can be obtained 
by elevating the head of the bed from 18 to 20 inches, and 
placing a bolster, attached on both sides to the head of 
the bed, below the buttocks to prevent the patient from 
sliding. Continuous irrigation by the bowel he also thinks 
has been overdone, though we all acknowledge the value 
of copious rectal irrigation. This can be obtained as well 
by interrupted injections—from six to sixteen ounces— 
of normal salt solution every two to four hours, to be 
retained, and a cleansing enema once or twice a day. If 
repeated vomiting occurs the stomach should be washed 
out, but care should be taken to avoid development of 
acute dilatation of the stomach. If vomiting is lacking or 
is slight, small amounts of water may be given by the 
mouth and, if conditions improve, in larger quantities, 
with a corresponding decrease in the rectal amount. Mor- 
phine is to be avoided if possible, but in some cases it is 
of use. He mentions the complication of paralytic ileus, 
which he combats by smali repeated doses of castor oil. 


A Case of Extirpation of a Cavernoma of the Liver. 
(Ein fall von Extirpation Eines Lebercavernoms.) 
Pror. J. Israet, Berlin, Berliner Klinische Wochen- 
Schrift, April 10, 1911. 

A tumor, the size of a fist, was situated in the epigas- 
trium, and disappeared under compression. Subjectively, 


the tumor caused pain and gastric symptoms. A diagnosis 
of angioma was made. At operation an angioma in- 
volving a large part of the left lobe was noted. Israel 
immobilized the lobe by dividing the suspensory, left 
coronary and triangular ligaments. He then amputated 
the entire left lobe in the following manner: He placed 
a longitudinal series of deep hemostatic sutures through 
the narrow under surface of the liver. He then passed 
a narrow trocar through the entire parenchyma of the 
organ antero-posteriorly. Through the trocar he passed 
a strong rubber ligature. After removal of the trocar 
the ligature was tied tightly over the convex surface, and 
the left lobe was ablated without the loss of any blood. 
The ligature came away spontaneously at the end of two 
weeks and the patient felt perfectly relieved. 


The Treatment of Varicose Veins and Ulcus Cruris. 
(Zur Behandlung der Varicen und des Ulcus Cruris.) 
E. Saree, Aaran, Zentralblatt fiir Chirurgie, April 
1, 1911. 

Bircher strongly recommends the Rindfleish operation 
for varicose veins and ulcers. This operation consists 
in a spiral incision around the leg, beginning well up upon 
th: thigh and extending to the ankle; for obvious reasons 
the incision is not carried over the knee. It is necessary 
that the distance between the spirals be not more than 
6 to 10 cm.; that the incision be carried down to the 
fascia, and that the wound must heal by granulation. The 
author tried primary suture of the incision in_a few cases, 
but the results were not as satisfactory. Crural ulcers 
heal rapidly under these measures and the varicosities are 
cured. An experience of 30 cases is recorded. 


Technique of the Manual Treatment of Certain Forms 
of Ulceration of the Skin. Ercar F. Cyrtax, Lon- 
don. N. Y. Medical Journal, May 20, 1911. 

Cyriax describes, with illustrations, the manipulations 
he employs in the treatment of simple inflammatory (in- 
cluding chronic) ulcers and explains their physiological 
effects. These massage movements he describes as, I, local 
manipulations on and around the ulcers: 1, stationary 
vibrations around the ulcer; 2, concentrating vibrations; 
3, stationary vibrations on the ulcer itself; 4, vibration 
with simultaneous to and fro movement of the skin; 5, 
running centripetal vibrations; 6, nerve frictions; 7, cir- 
cular kneadings and frictions. II. Local manipulation 
on the affected limb or part of body. III. General (con- 
stitutional) manipulations. 

Of the clinical effects of these manual treatments 
Cyriax says: 

These effects may be divided into immediate and re- 
mote. 

1. Immediate. (a) Subjectively: if pain is present it 
is removed or diminished. Generally during the course 
of the manipulations or sometimes only at their con- 
clusion, there arises in the ulcer a feeling of irritation 
and itching, which is sometimes very intense. This, how- 
ever, soon passes off (from fifteen minutes to three 
hours), being replaced by a pleasant sensation; to quote 
the patient’s own words, “it feels as if the place were 
healing.” 

(b) Objectively. Diminution in the degree of redness 
results; an exudation of lymph takes place, as already 
mentioned; slough and debris are removed. 

2. Remote. Briefly these may be defined as healing. 
It is of frequent occurrence to observe that ulcers which 
have for weeks, maybe for months, resisted all ordinary 
forms of treatment, show signs of improvement within 
24 hours of the first application of the treatment I have 
described. 


The Cause and Significance of Scapular Crepitus. 
(Ueber Ursache und Bedentung des Scapular-Krach- 
ens.) R. HaperMan, Breslau, Berliner Klinische 
Wachenschrift, April 2, 1911. 

The causes of this fairly common phenomenon are mani- 
fold. A subscapular bursitis has been frequently described. 
Another common. cause is atrophy of the scapular 
muscles; this is especially frequent in pulmonary tuber- 
culosis. Scapular crepitus has been noted also in atrophy 
of the serratus magnts muscle, due to shoulder ankylosis. 
The callus resulting from fractured ribs or caries of either 
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the rib or scapula will obviously cause crepitus. More 
rarely, a congenital inward twist of the upper margin o 
the scapula may be the cause. Haberman’s contribution 
to the subject is the report of two cases of exostosis of 
the scapula. These were removed by operations. 


Complete Rupture of the Supraspinatus Tendon. 
6 erative Treatment with Report of Two Success- 
ful Cases. E. A. Copman, Boston. Boston Medical 
and Surgical Journal. 

In his previous papers on subacromial bursitis Cadman 
stated that the supraspinatus initiates the movement of ab- 
duction of the arm, he emphasized the relation of the 
supraspinatus tendon to the bursa, and he suggested that 
partial rupture of the tendon is a frequent cause of the 
bursitis. The calcareous deposit described by Painter and 
by Baer in cases of subacromial bursitis are now ex- 
plained by Codman as resulting from faulty attempts at 
repair in these tiny ruptures. Codman relates three cases 
of complete rupture of the tendon. One has refused 
operation. In the other two, the rupture was clearly seen 
at operation and repaired by sutures—with difficulty be- 
cause of retraction of the tendon (exposing the joint 
through the rent in the floor of the bursa). In both cases 
the symptoms were those belonging to Codman’s group 
of “adherent subacromial bursitis” and followed immedi- 
ately after mild indirect’violence. Serous effusion in the 
bursa was found in both cases. Good function followed 
each operation. 


A Consideration of Some Cases of Advanced Tubercu- 
lar Joints Treated by Ileo-Colostomy. Haroip 
CuappLte. The Lancet, April 29, 1911. 

Having established that in persons who are suffering 
from a condition of chronic intestinal stasis there is tak- 
ing place from the large bowel an absorption of toxic 
material which is capable of producing such gross changes 
as skin staining, cystic degeneration of the breasts, etc., 
Arbuthnot Lane raised the question of the effect of this 
chronic absorption on the resistance to bacterial infec- 
tion. Having observed the sequence of a tubercular in- 
fection on the top of a condition of old intestinal stasis in 
a large number of cases in 1909, Lane commenced the 
treatment of advanced tubercular joints in patients who 
showed the signs of intestinal auto-intoxication by ileo- 
colostomy. 

Chapple records eight cases of advanced joint tuber- 
culosis, in which Lane performed ileo-colostomy to relieve 
the associated intestinal poisoning. In spite of the fact 
that as they were the first that have been subjected to such 
treatment, and consequently the conditions to be dealt with 
were sufficiently advanced as to be considered almost 
hopeless, there has been a most marked improvement in 
the general health, the patients gained in weight, and the 
tubercular lesions most definitely improved. 


Zur Joddesinfektion des Operationsfeldes bei Bauch- 
8 (Concerning iodine disinfection of the 
skin in abdominal operations). Proppinc, Frankfurt. 
Zentralblatt fiir Chirurgie, May 13, 1911. 

The increase in the number of cases of intestinal ob- 
struction, which Propping says he has noted since the in- 
troduction of the iodine method of disinfecting the skin 
field of operation, suggested to him that the iodine might 
be responsible by causing adhesions (when the gut is 
brought in contact with the iodine on the skin). 

If a moist sponge is laid on the skin a half hour after 
it is painted with iodine it will carry away enough of the 
drug to produce a strong reaction with starch. If, in 
animal experiments, the intestine is laid on the iodine 
painted skin, the intestine will yield a positive iodine re- 
action. 

Towards the close of an abdominal operation the iodine 
is pretty well washed off the skin (by the moist sponges, 
etc.) and the skin gives no iodine reaction in the clear 
areas. The iodine is taken up by what it is brought in 
contact with. Small amounts of very weak iodine solu- 
tions injected into the peritoneal cavity cause fibrin de- 
posits and adhesions. 

Propping concludes that when iodine is used to disin- 
fect the field for a laparotomy, the intestines must be pro- 
tected from possible contact with the drug. 


An Address on Hemorrhoids. HANMoreE BisHop, 
Manchester. British Medical Journal, May 6, 1911. 

In this address Bishop defends strongly the much- 
criticized Whitehead operation—“the only one which en- 
tirely removes the dilated and dilatable structures, thus 
ensuring future immunity.” After considering the ana- 
tomical features of hemorrhoids, and deducing therefrom 
the rationale, in his view, of the Whitehead operation, 
Bishop emphasizes, first, the importance of thorough pre- 
liminary dilatation of the sphincter. 

Secondly, as the dilated venous loops cling most closely 
to the inner lining membrane they are easily cleared away 
from the loose subcutaneous tissue around the sphincter. 
All loops which have insinuated themselves between the 
outer skin and sphincter muscle must be removed, and the 
entire sphincter should be clearly defined before any at- 
tempt at transverse section of the collar so isolated is 
made. 

Thirdly, there must be no attempt to lock up the bowels 
after these operations. Feces will have to be passed soon- 
er or later. Which is the wisest, to secure the regular 
passage of small quantities which are soft and easily 
molded, or to wait until these amounts have accumulated 
into large, hard, irregularly shaped masses, certain when 
they once come within the sphinceteric grip to be forced 
through with all the reckless force which one knows will 
then be exerted? Which is the most likely to tear through 
the soft uniting line and to leave the raw surface which 
must cicatrize? 

If the sutures are passed through unreliable tissue 
they are almost certain to tear through and raw patches 
become exposed, but the true Whitehead operation prop- 
erly carried out ensures that all round the anus tough 
submucosa will be united to skin, opposing an impervious 
barrier to any infective particles which are likely to come 
in contact with it. It is not infection, but injury, against 
which we have to guard in the post-operative treatment. 

It is easy to keep this uniting line clean by warm mildly 
antiseptic douches after any passage of feces. } 

The action of the bowels should therefore be ensured’ 
from the first by the giving of some mild laxative such as 
confection of senna, liquorice powder, or a saline. 

Of simple hemorrhoids operated upon by Whitehead’s 
method, Bishop had 127 cases—78 males and 49 females. 
There has been no mortality. With one exception he 
never saw organic stricture following one of his own 
cases. He did note in some seven cases about the third 
week a thin contraction like a fine thread at the line of 
union. This is dilatable with great ease if detected at 
once, and once dilated does not return. It appears to be 
due to some idiosyncrasy on the part of the individual, 
since in 120 cases it never occurred. It is a matter of no- 
moment, since it is so easily remedied. 

The case in which organic stricture did follow was one 
simply due to faulty technique. The patient was a man 
with old endocardial mischief; the anesthetist was not 
very experienced, and during the operation it became evi- 
dent that he was in difficulty and extremely anxious; the 
latter part of the work was consequently hurried; the 
skin and submucosa were not well united; a month later 
the patient returned with a tight anus; the mucosa had 
evidently retracted and there was a well-marked ring of 
scar tissue around the lower end of the anal canal, a very 
typical example of the so-called “incurable organic stric- 
ture.” The scar tissue was dissected out, leaving the 
sphincter and skin intact, after which the mucosa, of 
which there is always plenty, was freely loosened, brought 
down, and firmly fixed by sutures, which, passing through 
the tough submucosa, held it securely until healing was 
complete. This time the result was all that could be 
wished, and no sign of relapse has since been seen; the 
anus has functionated perfectly. The last operation was 
eight months since. Since this case Bishop operated upon 
another, the primary operation having been done by an- 
other surgeon, in the same way with the same result. 

This, then, is the reply to the “incurable stricture” in- 
dictment. It is, of course, possible that, in consequence 
of some incredibly bad technique, a condition might be 
produced which might be beyond remedy, but such a result 
could not fairly be attributed to the Whitehead operation, 


while in most cases the removal of scar tissue, the free 
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loosening of mucosa, and especially of submucosa, and its 
careful union with the skin below will ensure success. 


‘What Cases of Constipation Are Amenable to Surgical 
Treatment? JoHN G. Crark, Philadelphia. The 
Therapuetic Gazette, May, 1911. 

Clark thus summarizes his views on this subject: 

1. Developmental anomalies are at the bottom of many 
cases of chronic constipation. 

2. Posture is frequently a result rather than a cause of 
this ptosis. 

3. Congenital potential factors are present in many in- 
dividuals which become active through accident, such as 
traumatism, rapid and badly-cared-for childbirth, habitual 
constipation, operative adhesions, etc. 

4. Neurasthenia often dates from childhood or puberty; 
operation, therefore, in the adult may give only partial 
relief because of this constitutional asthenia. 

5. Cases in which there is a recent acquirement of the 
active factor give the best surgical results. 

6. Various suspension operations are valuable in prop- 
erly selected cases, but disappointing in the remainder. 
At best these fixation points may be unstable. 

7. Radical excision of obstructive portions of the large 
‘bowel may give the highest percentage of operative mor- 
tality, but it is likely to give the best ultimate results in 
the survivors. 

8. In no field of surgery should haste be made slower 
than in this, It is not a field for the novice. 

9. The most important factor in the diagnosis is a de- 
tailed clinical history pointing accurately to obstructive 
possibilities. A well-taken skiagraph is of the greatest 
‘confirmatory value. 

Excluding all cases that have been operated upon dur- 
ing the last year, the results of those from which Clark 
- been able to secure accurate information are as fol- 
ows: 

Suspension of sigmoid flexure, 5 cases—3 cured, 2 un- 


improved. 


Suspension of transverse colon (ventro-omental fixa- 
tion), 6 cases—2 cured, 3 improved, 1 failure. 

Excision of sigmoid, 3 cases—1 cured, 2 improved. 

Erasion of sigmoid and suspension of transverse colon, 
1 case—cured. 

Lateral anastomosis from one limb of sigmoid to the 
other, 2 cases—1 cured, 1 died a year later from some un- 
known illness. (Her physician reported marked improve- 
ment after her operation.) 

Excision of transverse colon, 3 cases—l almost entirely 
well, 1 improved, 1 unimproved. 

Three fatalities occurred—l death from peritonitis, 2 
from acute gastric dilatation. 

‘On the Suprapubic Transverse Fascial Incision in 
Gynecology. THomaAs Witson, Birmingham, Eng. 
The Lancet, May 6, 1911. 

_Wilson describes the technique of the Pfannenstiel 1n- 
cision and praises its advantages. He has employed it in 
‘over 120 operations on the uterus and its adnexa, and he 
has seen no hernia follow in any case. 

The operations include 42 hysterectomies and myomec- 
tomies for uterine fibroids. In these the largest tumor 
was of the size of a man’s head, and many extended as 
high as the umbilicus. In 17 cases of cysts and tumors 
of the ovary, the largest reached the size of a football. 
The list further includes 22 operations for inflammation 
of the uterine appendages and pelvic peritoneum, of 
which 12 were suppurative; 23 abdominal fixations for 
uterine prolapse and retroversion, 5 cases of tubal gesta- 
tion, the radical cure of a vesico-vaginal fistula where 
two operations through the vagina had failed, and 3 ab- 
dominal operations for uterine cancer after Wertheim’s 
method. 

It was at first objected that gangrene of the flap of the 
fascia might be expected, but experience has shown that 
this does not occur. This incision affords direct access to 
the whole brim, and especially to the sides of: the pelvis, 
where manipulations are more easily carried out than 
through fhe classical median incision. This facility de- 
pends upon the fact that the fascia having been raised 
from the rectus muscles these are much more easily drawn 
‘out of the way by retractors or the fingers of an as- 


sistant; as pointed out by Déderlein, the muscles are now 
like soft rubber bands. In several cases where it has been 
necessary to remove the vermiform appendix in the course 
of a gynecological operation, the incision gave full and 
easy access for the purpose. 

Wilson thus sums up the advantages the transverse 
fascial incision offers over the longitudinal incision in 
suitable cases. The first and by far the most important is 
the lessened risk of ventral hernia. In the ordinary run 
of gynecological operations this incision affords easier ac- 
cess and more ample room than the longitudinal incision, 
and especially than the paramedian incision of Lennander. 
Finally, it is possible that the cosmetic effect may be 
deemed by some to be of importance; the scar is linear 
and is concealed by the pubes and by the natural folds of 
the abdominal wall. 


Puerperal Infections—Cause and Treatment. THOMAS 
. Watkins, Chicago. Southern California Practi- 
tioner, May, 1911. 

Watkins urges conservative, supportive treatment as op- 
posed to meddlesome, local treatment. In a series of 
eighty cases, most of them had and some of them pre- 
viously submitted to curettage, which were treated con- 
servatively, “seven or eight” died. With operative treat- 
ment 25 or 30 would have died. Concerning local manip- 
ulations Watkins says: Many seem to have the idea that 
inflammation is a disease; infection is the disease and 
inflammation is nature’s reaction against the invasion of 
infective material. Inflammation is essentially protective 
and not destructive. 

The clinician has not kept pace with the pathologist in 
the study of infections; the clinician’s treatment of in- 
fection is often bad—it is often meddlesome and not un- 
commonly dangerous. The disease is chiefly systemic and 
not local, and the treatment should be chiefly systemic and 
not local. Much of the treatment of infection continues 


_ to be based on the idea that infection is a local and not 


a systemic disease. 

Watkins never makes a vaginal or intra-uterine exami- 
nation without positive indications. Abortion cases are fre- 
quently brought to the hospital with the fetus in utero. 
If the cervix is rigid and not much dilated, the uterus, 
cervix and vagina are packed with gauze and occasionally 
those patients are given small doses of ergot to bring on 
contractions. That gauze is left in position twenty-four 
to forty-eight hours. When removed it is often found 
that the uterus has emptied itself or that the cervix has 
sufficiently dilated so that the uterus can be easily emptied 
without traumatism. If the cervix is still rigid, repack. 
We have found such cases with a temperature of 105 
deg., have packed them and we have found the tempera- 
ture normal the next morning. It may be said without 
criticism that the clinician has very much over-estimated 
the dangers of retention of the fetus or placental tissue 
in the uterus after infection has taken place. If they 
remain twenty-four to forty-eight hours it is of very little 
importance. The inside of the uterus is never examined 
unless Watkins is positive that something is retained. If 
the patient has hemorrhage, the uterus is explored. It 
means that there is some placental and decidual tissue that 
should be removed. If there is a very large amount of 
discharge explore the uterus with the finger, but never 
empty the uterus until it can be done without much trau- 
matism. The presence of decomposed placental or de- 
cidual tissue is probably not as serious as some of us 
suppose. Among animals placental tissue is often re- 
tained eight or ten days, and those animals do not die. 

It is interesting to recall that the most acutely sick puer- 
peral women do not usually have retained placental or 
decidual tissue and do not have an offensive discharge. 
The offensive discharge cases usually recover. The cases 
with an offensive discharge are infected with putrefactive 
bacteria, which are not very virulent. This is true and 
yet the putrefactive cases are often mixed with the more 
virulent bacteria. We do not know that the putrefactive 
bacteria do very much harm. It is possible that they help 
to destroy the other bacteria. 

The uterus is never curetted by Watkins and it seems 
to him that there can be no logical excuse for curetting a 
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septic uterus; and yet it is a very common practice and 
one observes in the literature that it is still advised. The 
Germans some years ago emphasized the importance of 
not scraping away the protective leucocyte wall from the 
uterine cavity. In a puerperal uterus thrombi always 
form in the sinuses and we know that bloodclots are good 
soil for bacterial growth. When one curettes he is very 
apt to dislodge those septic thrombi and thus get an em- 
bolic infection. 

Curetting a septic uterus is one of the worst habits that 
has been handed down in the treatment of puerperal in- 
fections. No surgeon would scrape off an infected, sup- 
purating wound in the hand with a sharp instrument. He 
would put on a wet dressing and remove any dead tissue 
which could be done without much traumatism. That is 
intelligent surgery. The surgeon keeps on a moist boric 
acid, sterile water or normal saline dressing. The uterus 
always has this wet.saline dressing as it is constantly 
bathed in an autogenous saline serum solution. 

Many of these cases have an inflammatory exudate in 
one broad ligament or the other, sometimes in both, or in 
the cul-de-sac and it at times extends to the umbilicus. 
With these patients treatment is also largely supportive. 


A Clinical Study of Sporotrichosis. J. M. Sutton, Hal- 
stead, Kan. Journal of the American Medical Asso- 
ciation, May 6, 1911. 

Sporotrichosis is .fairly prevalent in the rural districts 
and not so rare as has been supposed. The diagnosis pre- 
sents some difficulties at times. It is possible that cases 
have bea: mistaken for tuberculous lymphangitis. Un- 
fortunately, the infection is usually treated surgically and 
the patient undergoes weeks and months of needless suf-~ 
fering. As others have pointed out, a traumatic lesion 
of the arm, resistant to ordinary surgical treatment and 
accompanied by one or more sharply defined painless ab- 
scesses along the course of the lymphatics, should always 
arouse suspicion, especially if the inflammatory mani- 
festations of ordinary coccic infection are lacking. <A 
concurrent infection of the ordinary pus germs may de- 
velop after surgical procedures and mask the original 
trouble. This happened in one of the cases he has re- 
ported. The organism consists of a branching, septate, 
coarse mycelium, from which ovoid bodies (spores) de- 
velop by budding, either from lateral or terminal filaments 
or from the sides of the threads. The fungus has been 
reported in the mouths of healthy rats and these are the 
most susceptible animals to the infection. Cats, dogs and 
rabbits appear to be negative. Guinea pigs are susceptible, 
but less so than cats and mice. Four cases diagnosed 
microscopically are reported. 


Administration of General Anesthetics With Special 
Reference to Ether and Chloroform. Isasexia C. 
Hers, Chicago. Journal of the American Medical 
Association, May 6, 1911. 

Dr. Herb, Chicago, says that the majority of deaths oc- 
curring during operations on patients not moribund are 
due to the anesthetic and the surgeon should be held 
responsible—either for allowing an incompetent person to 
administer the anesthetic, or, if he himself attempted to 
direct the anesthesia. It is impossible for one person to 
attend to both the operation and the anestheisa. Many 
deaths are due to untrained anesthetists and to question- 
able methods of inducing narcosis, or to the insistence of 
the surgeon on a deeper narcosis than is prudent. We 
have at present no perfectly safe anesthetic and the rem- 
edy for the evils must be in education. The practical use 
of anesthetics should be a part of every medical student’s 
instruction. He should learn to administer them under 
competent guidance instead of, as has been the case, re- 
ceiving all his instructions from the operating surgeon 
who is, oftener than not, a poor anesthetist himself. Every 
hospital where operations are performed should have on 
its staff a paid anesthetist who should have complete 
charge of all anesthesias and should himself administer 
them in cases requiring special skill. The comparatively 
greater safety of ether over chloroform and the disturb- 
ing after-effects of the latter are noted in the article, and 
the author says that no one is justified in using chloro- 
form except for definite reasons or under peculiar cir- 


cumstances. Nurses can be taught to be good anesthetists 
under certain limitations; from their lack of medi- 
cal qualifications they are not competent to weigh 
physical findings or of adapting the anesthetic to the 
operation. It has been said. that the anesthetist should 
never look at the operative field, but should confine him- 
self entirely to his own peculiar functions, but this Dr. 
Herb considers a serious mistake. Unless one keeps in 
touch with the operator, he cannot interpret changes in 
the circulation and respiration directly due to the opera- 
tive procedure, nor can he tell the degree of narcosis re- 
quired. It is not necessary to watch every step of the 
operation, but an occasional glance at the operative field 
will keep one posted as to the needs. Reflexes and 
respiratory inhibitions have great importance and should 
be understood by anesthetists and operators, and some of 
these are specially mentioned. The author describes the 
open method of etherization reported by her in 1898 which 
was first originated by Dr. L. H. Prince, who had pub- 
lished a description of the method four or five years pre- 
viously. The superiority of this method has been shown 
by its increasing popularity both here and abroad. She 
also describes and recommends a restraint apparatus to be 
used, and specially condemns the administration of drugs 
before anesthesia. The quieting effect of combination 
anesthesia thus produced is no offset to its disadvantages. 


Report of Five Hundred Cases of Gonorrheal Infec- 
tion, Treated with Gonococcic Vaccine. Courr- 
NEY W. SHROPSHIRE, Birmingham, Ala. Southern 
Medical Journal, May, 1911. 

The disparity in the reported results of treatment with 
gonococcic vaccine and, especially, its failure in the hands 
of most observers to effect cures of the urethral infection 
makes interesting the gratifying report of Shropshire based 
on a large series of cases. 

Observation with the vaccines for treatment were made 
with gonorrhea in its acute and chronic forms, also the 
various complications and sequelae, as tabulated: 


No. 
: Cases. Cured. Failed. 

Acute Gon. Prostatitis: 8 8 0 
Acute Gon. Prost. and Orch., Single... 7 5 2 
Acute Gon. Prost. and Orch., Double. 2 2 0 
Acute Gon. Periurethral Abscess..... 3 2 1 

131 117 14 
Chron: ‘Prostatitis 263 250 13 
Chron. Gon. Pros. and Orch., Single 20 17 3 
Chr. Gon. Pros. and Orch., Double... 15 15 0 
Chron. Gon. Prost. and Vesiculitis... 25 24 1 
Gon. Per., Scrotal and Pros. Abscess 11 11 0 
Gonorrheal Rheumatism ............ 30 28 2 


500 467 33 
6.7% 

Concerning the vaccine treatment of acute gonorrhea 
Shropshire says: 

“It has been my experience that the injections repeated 
every third or fifth day prove very efficacious in the treat- 
ment of acute gonorrheal infections, with or without com- 
plications. The oft repeated injections are continued, as a 
rule, until the abatement of the more acute symptoms. It 
is rare that any acute gonorrheal conditions will call for 
more than six to eight injections, as mentioned before, 
every third or fifth day. I generally start with about 
7,500,000 gonococcic vaccine, then the next injection is 
15,000,000, then the third injection of 25,000,000. Then I 
give 40,000,000 and 50,000,000 if I find it is necessary. I 
have found that in the cases in which I failed that perhaps 
my initial injection, or dose, was too large and raised the 
patient’s opsonic index too high, which necessarily in- 
creased and aggravated the symptoms, increasing the flow 
of discharge and increasing the pain. In several of the 
above cases I could not give the vaccine at all, as it made 
the patient considerably worse.” 


